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SELECTED CASES OF NYSTAGMUS CHARACTERIZED BY 
RAPID HEAD-MOVEMENTS. THEIR DIAGNOSTIC 
VALUE AND THEORETIC EXPLANATION.* 

BY DOCENT DR. BARANY, VIENNA. 

(Translated by Dr. M. A. Goldstein, St. Louis.) 

In 1906, I first described selected cases of nystagmus associated 
with rapid head-movements. This phenomenon | observed as tol- 
lows: In certain cases nystagmus with vertigo results after sudden 
movement of the head backwards, sudden stooping, sudden leaning 
of the head toward the right or left, or sudden turning of the head 
‘to the right or left. The nystagmus usually lasts about one-half 
minute. The direction of the nystagmus is to a certain degree de- 
pendent upon the direction of the movement of the head. Very 
often inclining the head towards the right produces a rotary nystag- 
mus toward the right and inclining towards the left, a rotary nys- 
tagmus toward the left. But rotary nystagmus also results after 
revolving the patient, inclining the head backwards and forwards 
or sitting up after having been in a recumbent position. 

These attacks of vertigo and nystagmus occur 1, during the first 
few days following an acute affection of the labyrinth; 2, in all 
circumscribed cases of affections of the vestibular apparatus, wheti:- 
er these are of peripheral or central origin. 

1. In acute affections of the labyrinth it is well known that a 
rotary, horizontal nystagmus is observed on the unaffected side, and 
every movement of the head seems to increase the nystagmus. This 
symptom is observed, however, only during the first two or three 
days and then disappears permanently. 


*Presented at the Sixteenth International Otological Congress, Buda- 
pest, September, 1909. 
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2. In circumscribed affections of the vestivular apparatus 
attacks of nystagmus with rapid head-movements are of 
regular occurrence. I have observed them in labyrinthine 
fistulae, in serous labyrinthitis, in oto-sclerosis with 
volvement of the vestibular apparatus, in luetic affections of the 
labyrinth, in affections of the internal ear with vertigo of unex- 
plained origin (Meniére’s Disease) in trauma of the skull, in short, 
in all peripheral affections of the ear with involvement of the 
vestibular apparatus. I have further noticed the symptoms in a 
large series of intracranial complications of the vestibular appar- 
atus ; for example, in multiple sclerosis, in tumors of the cerebellum, 
in acute encephalitis, in luetic meningitis, in nicotin and alcohol 
poisoning, etc. These symptoms were only found where the entire 
vestibular apparatus had not yet been destroyed, namely in those 
cases where rarefaction or compression of air in the auditory canal 
could produce nystagmus or where caloric (Barany) reaction was 
still present. This symptom thas the additional peculiarity that it 
cannot be repeated at will, so that an interval must elapse before 
it can again be observed. Sometimes, especially in cases of intra- 
cranial affections, it can be repeated ad infinitum, Its diagnostic 
value lies in the fact that, 1, the attacks of vertigo with rapid head- 
movement (Brun’s Symptom) complained of by the patient, are 
objectively substantiated by the observation of the nystagmus; and 
2, to a certain degree, due to the intensity and direction of the ob- 
served nystagmus, conclusions may be reached as to which side is 
affected. 

If the right side is affected, inclining the head in that direc- 
tion produces a more pronounced nystagmus to the right than in- 
clining the head to the left. Often there is no sign of nystagmus 
when inclining the head to the left, and it results only when the 
head is inclined to the affected side. Inclining the head backwards 
in such cases also produces nystagmus of the affected side. I have, 
however, observed occasional exceptions to this rule, as for 
example: Inclining the head towards the unaffected side produced 
greater nystagmus than when the head was inclined towards the 
affected side and tilting the head backwards produced a nystagmus 
of the unaffected side. I have recently observed two cases which 
for the first time substantiated my theory of vertical, downward 
nystagmus produced by raising into an erect from a recumbent 
position or by inclining the head forward; therefore I feel justified 
in no longer withholding the theoretic explanation of these cases 
of vertigo which I have cited. When a normal person inclines the 
head to the right, a rotary nystagmus to the right is produced at the 
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‘|: outset. When the movement to the right ceases, the sudden stop 
produces a rotary nystagmus to the left. The greater part of the 
energy of this subsequent nystagmus is used to check the rotary 
nystagmus to the right, produced by the first forward inclination of 
the head, so that after such slight head-movement we are able to 
observe a nystagmus to the left of only very short duration (2 to 
3 seconds), if any at all. In circumscribed affections of the vesti- 
bular apparatus in which these attacks of nystagmus are observed, 
it must be assumed that the nystagmus, resulting at the outset of 
the head-movement toward the affected side, is produced normally. 
In arresting the movement, however, it is not possible to check the 
nystagmus, which, having been released from a central origin, ex- 
hausts its energy to a minimum. This explains why a renewed in- 
clination of the head toward the affected side fails to produce an- 
other nystagmus. I had long ago explained these attacks of nys- 
tagmus to my satisfaction, but could not comprehend why tilting 
the head backwards, or forwards, turning to the right or left also 

always produced rotary and horizontal, or only rotary nystagmus ; 
fi for according to theory, tilting the head backwards should pro- 
duce, upward, vertical nystagmus; inclining the head forward 
should produce vertical, downward nystagmus ; turning to the right, 
horizontal nystagmus to the right, etc. Recently I observed two 
cases, which, upon inclining forward, and upon assuming an erect, 
after a recumbent position, showed the downward vertical nystag- 
mus, in acordance with the theory, and I am of the opinion that 
these two cases, in spite of being unusual, have materially helped 
to establish the theoretical explanation of this sort of attacks of 
vertigo. The question now is, why is vertical nystagmus not ob- 
served as a regular thing, and why is it, that rotary nystagmus is 
most often noticed. 

My explanation is, that every center can most easily generate 
rotary-horizontal nystagmus. Following unilateral destruction of 
the labyrinth, we note as evidence of the unchecked action of the 
centers of the unaffected side, a rotary-horizontal nystagmus toward 
the unaffected side; after galvanic stimulation of the vestibular 
nerve, we note a rotary-horizontal nystagmus; all spontaneous at-” 
tacks of vertigo show a rotary-horizontal nystagmus. It is appar- 
ent then that this sort of nystagmus is one most easily generated, 
following rapid head-movements and it is but seldom that the head- 
movement in a certain direction produces a nystagmus of that spe- 
cific direction. 


I Bartenstein Gasse, 4. 


THE TECHNIC OF TRACHEO-LARYNGOSTOMY. 


BY PROF. GHERARDO FERRERI, ROME. 


I wish to communicate in a few words the operative technic that 
we follow in the clinic of Rome for tracheo-laryngostomy. 

We prefer to operate under general anesthesia, adding an in- 
jection of Schleich with adrenalin, to obtain nearly complete 
ischemia. 

The phases of the operation take place as follows: 1. Incision 
of the thyroid; 2, incision of the cricoid; 3, incision of the tracheal 
rings until the fistula is reached; 4, cutting away the anterior part of 
the ring cricoids; 5, fixation of the cartilage to the skin with 
Miquel’s pinchers ; 6, tamponading with square pieces of compressed 
cotton wrapped up in gauze iodoform. 

Our original part, on which we insist because the advantages are 
indisputable, and strengthened by experience, is the method of dila- 
tation of the larynx by compressed cotton. The merits of this medi- 
cation are the following: 1. Moderate and continued dilatation of 
the organ; for we begin to apply, according to the case, one or two 
tampons, increasing their number in the successive medications as 
the space left by the tampons swells and permits the putting in 
without effort, of one or two more dry ones. In that way we reach 
a maximum of five or six tampons, which gives an immense dilata- 
tion without the least pain for the patient during all the treatment ; 
2. The dilatation is uniform, because the compressed cotton impreg- 
nated by the liquids of secretion takes the form of the cavity in 
which it is placed and pushes equally all the internal surface. In 
that way the angle opened backwards and formed by the different 
axes of the trachea and larynx, is reduced, bringing back in the 
same line the laryngo-tracheal tube; 3. It does not irritate the mu- 
cous membrane, does not produce gangrene of the tissues and there- 
fore, does not prevent the epidermization; 4. The medication can 
be repeated even in a space of three days without exterior infiltra- 
tion of liquid and without repulsive putrefaction for the patient 
himself or for anyone near him; 5. The application is very easy and 
can be adapted equally well to any age. 

One operative act that we use systematically in every case is the 
cutting away of the cricoid, because in doing that, we reduce larynx 
and trachea to a uniform pipe on the same axis, abolishing the 
434 
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anterior supra-cannular spur which has always the tendency to form, 
and may be a cause of failure. 

We do not understand all the arguments presented against the 
success of the definitive plastic. With a very simple method, we 
obtained in two cases the complete laryngo-tracheal shutting, with- 
out even the smallest fistula remaining ; in two other cases we have 


already closed the larynx, and shall close the trachea very soon. We 
do not doubt but that we shall obtain the same successful result as 
in the latter two. 

There is in what our technic consists, possible also in case of large 
surface of scars on the neck. With a very sharp-pointed lancet, 
at % cm. from the internal surface of the laryngo-tracheal canal. 
we make two complete concentrical incisions in half circles up, and 
which, first close down on the same level as the tracheal fistula. The 
skin between the two incisions is cut away, the skin coming off 
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peripherally, and the margins are brought back under the medium 
line, where they are suturated with long stiches. On all patients 
operated, the adhesion was perfect after seven days. The technic 
which is used in the shutting of the larynx can ‘be repeated for the 
trachea, when we think it is the opportune moment to do it. Doing 
that, we believe to solve all the postulates of a good plastic, because: 
1. The scars of the neck are not augmented and moreover, the 
esthetic is not ruined; 2. To the margins of the canal there adheres 
a strip of skin which can supply the cauterization of the internal 
surface of the edge as a laryngoscopic examination of the first and 


Permanent dilatation of the laringo-tracheal fistula by compressed cot- 
ton tampons. 


second patients operated on clearly demonstrated; 3. On the pipe’s 
edges something is left represented by the skin which prevents the 
adhesion of the cartilaginous margins between themselves. We 
want to indicate, finally, that we consider the long attention a good 
cause of the success, either because in that way we are sure to have 
a permanent dilatation, or because, whatever the reason for opera- 
tion be, we have time to provide against relapse. 


STEREOSCOPIC MASTOID RADIOGRAMS. 


BY SIDNEY LANGE, M. D., CINCINNATI. 


The valuable information which the X-ray examination of the 
mastoid has yielded, prompts the following improvement in the 
technique : 

In the early report of this work it was stated that its usefulness 
iay chiefly in the examination cf the chronic cases where the bone- 
changes were appreciable. [but more recent work has shown that 
acute cases yield just as satisfactory results. Indeed, it seems prob- 
able that in any acute case in which the inflammation in the mastoid 
has advanced bevond the possibility of spontaneous recovery, that 
is, in which the bone is softened or broken down, a properly-made 
skiagram will reveal the bone-change. Conversely, if the skiagram 
shows little or no bone-change spontaneous recovery may be con- 
sidered possible, whereas if appreciable bone-change is evident on 
the X-ray plate an operation is usually inevitable. Thus the skia- 
gram may in doubtful cases be the deciding factor for or against 
operation. 

In order to bring out the anatomic and pathologic relations of 
the mastoid region more ciearly, especially the relation of the lat- 
eral sinus to the external auditory canal and mastoid cells, stereo- 
scopic skiagrams may be made. Instead of making the stereoscopic 
skiagrams upon large plates (8x10 or 11x14), which necessitates 
the use of a large and expensive stereoscope to view them, I have 
employed a 5x7 plate. This size of plate is just large enough to 
accommodate the two stereoscopic expesures of the mastoid, and 
when developed and dried the plate can be placed in an ordinary cheap 
parlor stereoscope and viewed by transmitted light. No reduction 
or printing is necessary. Aside from the economy and convenience 
of this simple procedure the great advantage lies in the fact that 
the plate and stereoscope can be sent to the otologist, who may 
study it in his own office or take same into the operating room with 
him. 

The accompanying photograph shows a small platform for making 
such stereoscopic skiagrams. The platform (size 8x12) has a lead 
top containing a window size 34%x4'4. In a tunnel under the top 
an ordinary 5x7 camera plate-holder slides. The technique of the 
exposure is essentially that given in a previous paper, American 
Quarterly of Roentgenology, Dec., 1909. After placing a 5x7 plate 
in the plate-holder, it is inserted in the tunnel so that one-half of 
37 
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the plate appears under the window. The compression cylinder is 
given the upward cephalad tilt of 25° and the backward tilt of 
20°, and by means of a long centering rod the central axis of the 
rays is made to point to the middle of the window in the plat- 
form. Without disturbing either platform or cylinder, the patient's 
head is placed in proper position upon the platform and immobilized 
by suitable means. The backward tilt of the cylinder is now de- 
creased to 15° and the cylinder is displaced laterally to shift 


the target of the X-ray tube 114 inches from the normal position. 
An exposure is now made. The cylinder is now tilted, past the nor- 
mal, to 25° and moved so that the target is displaced 1% inches 
to the other side of the normal axis. After sliding the plate-holder 
sa that the remaining half of the plate is opposite the window, the 
second exposure is made. 

The accompanying stereoscopic skiagram was made from dried 
skull. A piece of lead foil was placed in the lateral sinus. This 
picture may be viewed in the ordinary parlor stereoscope. 


22 West Seventh Street. 
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LARYNGEAL NEOPLASMS—A LATER REVIEW.* 
BY J. LESLIE DAVIS, M. D., PHILADELPHIA. 


In coming before the Academy for the third successive year with 
a review of “Laryngeal Neoplasms,” it might not be amiss to impart 
something by way of personal testimony regarding the sensations 
with which I approached the subject then and now, the “before and 
after taking.” 

In the first place it was selected not as a field in which I was either 
skilled it, personal experience or conversant with the work of others ; 
I had no message to deltver; I simply claimed feilowship with the 
brotherhood “Seekers After Truth.” So the most that I could claim 
for myself was that I was in a position to approach the subject with- 
out prejudice. 

I had an opportunity to observe a few cases in which the un- 
fortunate victims of laryngeal malignant invasion gradually suc- 
cumbed to suffocation, starvation or operation; some of these had 
come to me for relief and had gone away without it, though leaving 
with me fortunately a spirit of discontent in proportion to the dis- 
couragement which my helplessness had imparted to them. 

I had seen a few less hopelessly afflicted, yet greatly handicapped 
by loss of voice from benign obstructions, the relief of whom lent 
encouragement toward further effort. 

Three years’ observation then has served to extend the horizon of 
my vision so that I now realize at least better than before how 
much there is yet to learn. I fave learned a few facts with which 
everyone holding a physician's certificate ought to be familiar, and 
I beg your indulgence to enumerate : 

1. Every case of hoarseness persisting beyond the usual course 
of an acute cold calls for careful laryngeal inspection, 

2. Chronic hoarseness in an individual past the age of forty, 
which does not yield to treatment, should be regarded as a prob- 
able precursor of a malignant growth even before the possibility of 
visual verification. 

3. The “pre-cancer period” is the only period in which the pa- 
tient can be given any degree of assurance of a possible cure and 
then only through adequate operation. 

4. A growth in the larynx of anyone past middle life should 
be regarded as possibly malignant till it is found to be innocent. 


*Read befcre the American Academy of Ophthalmology and Oto-Lar- 
yngology, N. Y., 1909. 
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5. Every innocent neoplasm should be eradicated, not only be- 
cause of its own interference with function, but lest through pro- 
longed irritation there be set up in that vicinity a proliferation of 
latent cancer cells. 

The result of my first two years’ investigation and observation 
of the work of others was set forth in the previous papers alluded 
to; “the inadequacy of and the discrepancies in the older literature” 
has become a hackneyed phrase in recent writings and vet I doubt 
not but that the errors therein recorded wiil appear mild in com- 
parison with those that another generation may find in the majority 
of our records of to-day. Since the day when men drew swords in 
defense of old beliefs the pendulum of tolerance has swung to the 
opposite extreme. In this age of scientific “scorching,” we have 
grown so accustomed to daily revisions of yesterday's beliefs that 
we dare not prophesy for to-morrow. There is a peril in this 
constantly expectant attitude, in the tendency to frame conclu- 
sions from faulty premises. 

Dr. McConkey is “convinced that the tubercle bacillus is the fun- 
damental cause of malignant growths,’ and he may be right; but 
when he states that he is not aware of the theory having ever been 
advanced, and that his conclusion has been reached after “months 
of investigation,’ some of us at least will be inclined to suspend 
judgment on the ground of insufficient evidence. 

The Trypsin treatment of cancer was heralded throughout the 
world by both the scientific and secular press, and undoubtedly has 
in it an element of value in its proper field of application, notwith- 
standing those who condemn it unconditionally on the testimony of 
a few failures, and others who support it with equal enthusiasm as 
almost a specific, with probably no more evidence than a few cases 
that thrived temporarily. 

Dr. Massey, of Philadelphia, who has reported gratifying results 
for some years in the treatment of carcinoma by means of cataphoric 
sterilization, has given me reports of two cases of laryngeal carci- 
noma, the only laryngeal cases he has treated, and while the result 
in neither case was very gratifying, yet profiting by the errors which 
he now can see, he suggests the method that he would adopt in the 
treatment of other cases. At least a commendable spirit. 

Writers in recent literature have harped on the importance of 
“early diagnosis and adequate operation beyond the microscopic 
edge of the malignant growth,” a principle of sufficient importance 


_to deserve italicised emphases in every article published, and every 


means aiding in such diagnosis should supplement the statement. 
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Toward this end the new pharyngoscope, as devised by Dr. Harold 
Hayes of New York, is deserving of the attention of everyone who 
may have occasion to examine the larynx. 

And likewise credit is due to Dr. Jackson for the seperable specu- 
lum which has facilitated the process of diagnosis in the cases of 
malignant neoplasms and has rendered more accessible the removal 
of those which are found to be benign. We hail, with delight the 
announcement of a blood test that may make possible an unerring 
diagnosis of incipient cancer and when a favorable report comes 
from one as scientifically reliable and of such wide experience as 
Crile, its value is all but convincing to the most incredulous, Re- 
ports, however, from other sources, possibly equally reliable, on the 
hemolytic properties of cancer serum show wide variance, though 
none obtain as high and as constant a percentage of positive results 
as did Dr. Crile. 

Undoubtedly ve are living in the transitional period between the 
old and a new conception of the cancer scourge ; there has developed 
a more hopeful anxiety among both professional and laymen, yet 
both alike are restless for results. 

Statistics indicate an increase in cancer; whether this is actual, 
beyond the proportionate increase in population, or whether it is due 
to its being more universally detected and reported cannot just now 
be definitely determined. 

In the meantime there needs to be developed a spirit of persona! 
responsibility on the part of every physician to give every effort 
toward its conquest, and Dr. Crile in a recently published article on 
cancer, in addition to a reiteration of well recognized observations, 
places upon the laryngologist this well deserved burden of responsi- 
bility: “There is one cancer region, in my opinion, that has fared 
undeservingly badly, viz. cancer of the larynx, especially the in- 
trinsic form. Sometimes a papilloma, sometimes an ulcer precedes 
it. Every voice sound gives the warning, not only gives it, but gives 
it in its very beginning. This anatomical region is not specially 
well supplied with lymphatics ; lymphatic metastases come late. The 
hyaline cartilage composing the box of the larynx cannot be invaded 
by cancer. I have seen a cancer fill the entire larynx, pass out 
through the thyrohyoidian membrane, spread out upon the external 
surface of the box, literally making of it a sandwich and yet a pains- 
taking microscopic examination failed to discover even the slightest 
invasion of the cartilage. Here we have in a “‘safe-deposit box,” 
a cancer announcing itself by every spoken word and yet relief 
measures are delayed or withheld. The laryngologist holds the key. 
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It may be a benign tumor, it may be syphilis. Very well, the patient 
is given the benefit (?) of the doubt. It is treated and watched. 
At first local treatments are tested, then a course of specific treat- 
ment, Meanwhile the physiologic adaptation of the observer to the 
steady growth of the tumor makes it impossible to accurately esti- 
mate the advance and so the cancer and the observer drift along 
together, the difference being that the cancer has a fixed policy. 
Like in the constant observation of the growth of a tree or of a 
child, no change is noted daily, but at intervals a chance comparison 
reveals the progress, so that the observer of a laryngeal cancer is 
suddenly startled by its large size. Reflecting on the old statistics 
of laryngectomy, pessimism halts its decision. |The case ends in a 
late radical operation or a palliative tracheotomy. Intrinsic cancer 
of the larynx owing to three circumstances,—its early warning voice 
symptom, its scanty lymphatic drainage, and its position—should be 
one of the most curable cancers in the human body. This will 
never be accomplished by watching it grow out of its early and 
operable stages. The operative risk of partial or complete laryn- 
gectomy or laryngotomy, is at present so low that the former hesi- 
tation in advising surgical treatment no longer holds. 

We see with equal frequency the laryngologist’s lamentation that 
the great majority of laryngeal carcinomata have advanced beyond 
the point of control before he is called for consultation; conse- 
quently there is always left the gravest prognosis. If we are still 
to admit the inadequacy of all means to eradicate the ravages of the 
cancerous cell except in the stage of incipiency, in which detection 
is rarely possible, then let us in our eager search for a pathogno- 
monic principle in diagnosis not lose sight of any source to procure 
for the patient the greatest possible comfort during the siege that 
is to follow. The word “palliative” seems lost to most of us with- 
out its modifying adverb “only.” Thus I believe we regard too 
lightly the consideration of palliative measures. How prone we 
aré to shrink from the care of one afflicted beyond the chance of 
cure! 

So thoroughly has the subject of clinical diagnosis and operative 
procedures in laryngeal carcinoma been covered recently by Dr. 
Chevalier Jackson and published in the August number of THE 
LaryNcoscopr, that I refrain from attempting comment other than 
in a word of commendation. I deem the evidence gained from 
the classified records of 141 cases under the care of one so thor- 
oughly qualified to cope with every phase of the situation to be of 
greater value by far than any collation of ten times the number of 
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cases reported by a hundred different authors with but limited ex- 
perience. 

Leaving that part of the subject then to Dr. Jackson’s report 
which is up-to-date with an unapproachable completeness, permit me 
in its stead a paragraph on the means within our reach for the pur- 
pose of palliation. 

Granted that the case when first seen is inoperable according to 
the contra-indications quoted from the above mentioned article of 
Jackson, what can be done toward the comfort of the patient? 

Whether or not such patients should be advised of their real con- 
dition is a matter involving the personal equation on*the part of 
both physician and patient. As a rule, discouragement feeds on vi- 
tality, thus shortening the limit of the patient’s existence ;—follow- 
ing whick statement the most natural remark would be, “thereby 
being a blessing.” But who would dare shoulder the responsi- 
bility of appraising the value of even a few hours that may be 
added to one’s life! The distressing symptoms of pain and odor 
that are commonly associated with cancer in other regions are not 
always present in the larynx, where the sensation of suffocation is 
possibly the patient's greatest terror. I would place first, then, in 
importance the establishment of the least labored respiration, wheth- 
er it be accomplished simply by tracheotomy or by laryngectomy— 
partial or complete. 

Owing to its marked devitalization of abnormal cell-growth and 
stimulating effect upon healthy tissue X-ray exposure has come to 
be regarded of value when used in conjunction with and following 
operative measures, Dr. Pfahler of Philadelphia, whose experi- 
ence is wide in its application, believes the X-ray of palliative value 
even before surgical interference, on account of the superficial loca- 
tion of the larynx, and particularly after operation. The frequency 
with which such treatment is improperly used and promptly con- 
demned, however, emphasizes the importance of its being employed 
only in the hands of an expert. Delavan of New York and Schep- 
pegrell of New Orleans—two most careful observers—made conserv- 
ative reports several vears ago on the X-ray. but have not shown 
any greater enthusiasm in later reports. Where pain and odor are 
present-it is generally recognized as one of the best measures at our 
disposal. 

The serum treatment still commended and condemned can most 
assuredly be given a chance without harm. 

Gradual starvation must be met by the employment of the most 
scientific feeding thtoughout the course of the disease, and toxemia 
combatted through the establishment of thorough elimination. 
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Morphia, of course, is the last appeal and must be administered 
at any period and in any quantity according to the urgency of the- 
case. The least possible suffering of the patient with the greatest 
prolongation of life seems to be the safest guide for the conscien- 
tious, competent physician. 

RENIGN NEOPLASMS. 

The consideration of benign laryngeal growths seems a trivial 
matter when compared with that of the malignant,—so far as their 
seriousness to life is concerned—yet there are few discrepancies in 
opinion regarding the necessity for or the method of their removal. 

Till the introduction of the separable speculum benign neoplasms 
were removed with forceps by indirect illumination or by the more 
radical means of thyrotomy. Attempts at cauterization are now 
rarely made, and never justifiable. 

In the case of multiple papillomata in children there has been 
a predominant note in favor of non-interference with the growth, 
with an attempt at absolute rest of the larynx by means of trache- 
otomy. Personally, I do not favor that procedure. In my limited 
experience I have had but six cases of multiple papillomata—one of 
which (reported last year) I operated on by thyrotomy, two with 
the separable speculum and three by indirect illumination with the 
Pfau laryngeal punch. Two of the cases had partial recurrence 
which had to be removed the second time. 

The case of the child operated on by thyrotomy and reported in 
last year’s paper has been most gratifying in the eventual result, a 
statement from her physician a few days ago attesting that during 
the past year her voice has been clear with the exception of slight 
hoarseness when suffering from an occasional cold. 

At the-time this case was operated upon | had not adopted the 
use of the separable speculum, though if I had a similar case at the 
present time I do not believe that it could be adequately handled by 
other means than thyrotomy, since the growth extended for a dis- 
tance of one-half an inch below the vocal cords and almost occluded 
the cavity. 

At present my choice of method for the removal of any benign 
growth depends upon the location of the neoplasm. For a small 
tumor originating along the margin of the vocal cords I use the 
Pfau laryngeal punch by indirect illumination under cocaine anes- 
thesia; for more extensive involvements such as tumors with sessile 
attachment, those in the anterior commissure, or springing from the 
ventricles, I use the direct method by means of the separable specu- 
lum, under general anesthesia; for more extensive invasions of the 
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larynx where the growth extends well below the vocal cords and 
produces marked interference with respiration, I prefer thyrotomy. 
Immediately following the removal of every benign growth I have 
made it a rule to apply carefully a ten percent solution of nitrate of 
silver to the raw surface: this controls the immediate hemorrhage 
and should there be an excess of granulation in the course of healing 
the application may be repeated. For at least a week following an 
operation on every form of tumor I insist upon the most complete 
possible rest for the larynx. J 

The message then that I now have for you and for others who 
have so earnestly and efficiently blazed the trail along so rough a 
road is simply one of gratitude for the guide-posts you have left 
along the way, and for the encouragement that your faithful efforts 
have justified. 


1700 Walnut St. 


Influence of Otitis Media on Olfactory Perception. \V. Urpan- 
TSCHITSCH, Monatschr. tf. Ohrenh., No. 3, 1910. 

Many authorities having been regarding abscess of the temporal 
Jobe consequent to otitis media as a disturbance of the olfactory 
sense perception. Urbantschitsch found, in one case, that the ol- 
factory disturbance remained after complete healing of the cerebral 
abscess and investigated as to how far aural inflammations alone 
imply olfactory disturbances. Out of 30 cases of unilateral otitis 
media, 22 (over 2/3) showed this symptom on the respective side 
of the nose; in 16 cases the perceptive power was decreased and in 
6 cases increased in respect to the other nostril. 

That this connection exists is plainly shown in two cases of acute 
unilateral otitis media, where the greatly decreased olfactory sense 
on that side gradually increased with the aural improvement and 
became normal when the aural trouble was cured. We must there- 
fore consider the possibility of otitis media alone causing olfactory 
disturbances in cases of altered perceptive power due to brain ab- 
scess of otitic origin —E. URBANTSCHITSCH. 
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ESOPHAGOSCOPIC REMOVAL OF OPEN SAFETY PINS 
BY A NEW METHOD. 


BY CHEVALIER JACKSON, M. D., PITTSBURG. ‘ 
An open safety pin lodged point upward in the esophagus pre- 


sents certain peculiar elements of danger, and peculiar difficulties 
of removal. When the esophagoscopist sees the pin in the esopha- 


4 
Fig. 1. Radiograph by Dr. George C. Johnston, showing open safety 
pin in the esophagus of an infant, aged 11 months. (Pin retouched for 4 
clearness). 


goscope, the temptation to sieze it and remove it is great. To do 

so is almost certain death. Besides the risk of septic mediastinitis 

and pleuritis, there is the immediate surgical risk. Two such cases 

have come to the writer's knowledge. In one instance, death was 
446 
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from hemorrhage into the mediastinum. Whether the heart or a 
vessel was perforated will never be known. From the location of 
the pin, it was probably the aorta. In the other instance, shock 
from esophageal trauma was the cause. The esophagus is, sur- 
gically, the most intolerant organ in the body. It must be dealt 
with in the most careful, gentle way, always under the guidance of 
the eye. Hence the safety of esophagoscopic work, when done 
carefully by one who has trained himself to see what he is doing. 


Fig. 2. Lateral radiograph of same patient made by Dr. Johnston, 
demonstrating the esophageal Incation of the pin in this case and the 
great value of the lateral radiograph of foreign body cases. 


In adults or older children, the pin can be closed before removal. 
The author has had two such cases. In infants, the esophagus is 
already in such a state of tension by the stretching spread of the 
spring, that perforation is certain if the dilatation of the insertion 
of instruments is added. The solution of the mechanical problem 
of safe removal when the undernoted case presented itself, led me to 
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devise a new method which is practicable for anyone who has prac- 
ticed gastroscopy. 

Case I. Elizabeth G., aged 11 months, referred by Dr. August 
Soffel and Dr. C. C. Sandels. Admitted to the Eye and Ear Hos- 
pital, August 13, 1909, with a history of having swallowed a safety 
pin. <A radiograph (Fig. 1), by Dr. George C. Johnston showed 
the pin to be of large size and spread so widely open that it seemed 
certain, considering the age of the patient, that the esophagus was 
perforated. The temperature, 102.4, the respiration 4o, the pulse 


) 
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Fig. 3. Schema showing new method of removal of upward turned 
esophageally lodged open safety pins by passing them into stomach, where 
they are turned and removed. The first illustration (A) shows forceps 


before seizing pin by the rings of the spring end. (Forcep jaws are 
shown opening in the wrong diameter). At B is shown the pin seized at 
the ring by the forceps. At C is shown the pin carried into the stomach 
and about to be rotated by withdrawal. D, the withdrawal of the pin into 
the esophagoscope Which will thereby close it. 


140, weak and irritable, all plainly indicated acute esophagitis. To 
use the safety pin closer, which, because of the small esophagus, 
would have to be passed external to the tube, before the insertion of 
the tube, was not to be thought of for the reasons previously given. 
I had made the forceps shown in Fig. 4. Passing the esophago- 
scope under ether anesthesia, the pin was quickly located, surround- 
ed by an area of acute esophagitis. The point was buried the full 
extent of the taper. Under ocular guidance, I seized the pin by 
the ring, as shown at B in Fig. 3. Following with the esophagoscope, 
I pushed the pin downward, thus withdrawing the point of the pin 
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from its point of burial in the esophageal wall, and gently carried 
the pin, securely held, but free to move, down into the stomach as 
shown at C Fig. 3. Withdrawal of the forceps readily and safely 
turned the pin by the point, the keeper and the point striking the 
wall of the stomach; and the pin was pulled into the esophagoscope 
sufficiently far to close it, though it was too large to be removed 
through the tube. The esophagoscope, forceps and pin were all 


Fig. 4. Forceps (to fit universal handle) for grasping open safety 
pins securely, yet permitting free turning of pin. 


withdrawn together. Dr. Homer McCready, who manipulated the 
aspirator for fne, reported no stain of blood in the secretions. The 
entire procedure required but seven minutes. The fever subsided 
in a few days and the child went home well. 


Fig. 5. Radiograph by Dr. L. Gregory Cole, showing safety pin in the 
esophagus of an infant aged 14 montlis. 


Remarks. The action of the forceps will be understood from 
Fig. 3. If the ring were seized with the ordinary flat-jawed for- 
ceps, the pin could not be turned without risk of losing it and 
causing delay. These special safety pin forceps, however, hold the 
pin securely at the ring but allow it to turn freely without letting 
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go. It cannot turn the full 180 degrees, but it can turn far enough 
to allow it to be drawn into the tube where it is safely housed for 
removal. If a small pin, it can be withdrawn through the tube as 
in the second case. The question may be asked why is it safer to 
turn the pin in the stomach than in the esophagus. There is more 
room, so that there is no pressure on the point of the pin, the pin 
being free to turn; and most important the stomach wall is thick 
and strong as compared to that of the esophagus. Let no one be 
tempted into roughness by this. Gastroscopic manipulations must 
be gentle. 

Case I]. Margaret K., aged 14 months, referred by Dr. F. L. 
Ives. A radiograph (Fig. 5), by Drs L. Gregory Cole, of New 
York City, showed the pin to be lodged point upward in the esopha- 


Figure 6. Figure 7. 

Fig. 6. Illustration actual size of safety pin carried by forceps from 
the esophagus into the stomach turned and withdrawn spring-end first 
through the esophagoscope. 

Fig. 7. Illustration, actual size of safety pin removed by esopha- 
roscopy through the mouth from an infant 11 months of age. The pin 
was seized with forceps, carried down into the stomach, turned and closed 
by drawing it into the esophazoscope. 


gus. At the Eye and Ear Hospital, two days after the swallowing 
of the pin (Fig. 6), I removed it by the same method as in Case I, 
but, being smaller in size, I could withdraw it through the tube. 
Chloroform anesthesia. The child returned home well on the sec- 
ond day. 

Remarks. It is my custom not to use any anesthetic for foreign 
body cases in infants, especially esophageal foreign body cases, as 
in these there is much more likely to be a dangerous dyspnea, partly 
from pressure stenosis of the trachea, and partly from pressure on 
the vagi. Cocaine and adrenalin are more dangerous in children 
than chloroform, and ether is far safer for esophageal cases than 
any of the drugs mentioned. 


Westinghouse Building. 


‘ 
le, 
| 


CORDECTOMY FOR BILATERAL ABDUCTOR PARALYSIS, 
WITH DEMONSTRATION OF SPECIMEN.* 


BY J. W. GLEITSMANN, M. D., NEW YORK. 


Cordectomy or excision of the vocal cords is an operation, of 
which we find only very little data in the iiterature and a still less 
number of attempts to perform it. The word “attempt” has been 
used advisedly, as to the knowledge of the writer a complete and 
radical excision ef the cords had previously not been undertaken. 
Partial excision had proven insufficient to establish a permanent 
breathing space and was soon followed either by cicatricial con- 
traction and adhesion, or by formation of a fold or by regeneration 
of the cord; on the latter of which B. Fraenkel mainly basis his 
disapproval of the operation. The validity of these objections will 
be entered into later on. 

It is‘the consensus of all writers on the subject, with whom the 
speaker also agrees, that there is only one indication, rather one 
condition, in which cordectomy proper, viz., excision of the vocal 
cerds without removal of any other part of the larynx, can be consid- 
ered. This condition is bilateral paralysis of the abductor muscles 
of such a character, that a return to a normal or sufficiently norma! 
position of the cords, to allow the respiration to go on through the 
larynx, cannot be expected. Therefore, a number of lesions, in 
which bilateral abductor paralysis sometimes takes place, of which 
amongst others may be mentioned syphilis, pregnancy, those of 
toxic, infectious origin, either furnish no indication at all, or only 
wher after a lengthy observation the paralysis has become perma- 
nent and incurable. 

The second and not less important postulate is the consent of 
the patient, who must be informed. that the operation is likely to 
be followed by loss of voice. Although in the writer’s case the 
patient acquired an audible, slightly hoarse voice, capable of modw 
lation soon after the operation and retained it about four weeks; 
this fortunate occurrence is not of such frequency, however, that 
we can give a promise to the patient as to his ability to speak in 
the future. But Citelli,' in his answer to Fraenkel, very appro- 
priately says, that there is certainly a large percentage of such 
sufferers, who would prefer the loss of voice to the permanent 
~ *Read before the Section of Laryngology of the New York Academy of 


Medicine, November 24, 1909. 
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wearing of a tracheal cannula. Such was the case with the patient 
in question, who more than once said, that he was unwilling to live. 
if he had to wear a cannula all his life, an argument, which was a 
strong inducement to operate. 

It is impossible to form a definite opinion of the intrinsic merit 
of cordectomy from the publications of the operators, and we must 
depend on our own judgment. If we disregard the incomplete ex- 
cision of one or both cords we find only two authors, one of whom 
is as enthusiastically in favor of it, as the other is adverse to its 
performance. It is therefore but natural that you expect an ex- 
pression of opinion by the speaker. You may perhaps be surprised, 
when after the unfortunate issue, | consider the operation not only 
perfectly proper and feasible under the premises above stated, but 
would also be willing and ready to perform it again, if similar con- 
ditions were present—a statement supported by the fact, that be- 
tween the operation and the patient’s death an interval of five weeks 
intervened, during which time his condition was entirely satisfac- 
tory. 


Before relating the history of the case and its salient features, a 
short synopsis of previous operations and of experiments made for 
its study, may be in place. 

The first attempt to remove a part of both cords for bilateral 
abductor paralysis is reported by O’Dwyer,? 1887. A dissolute 
woman, when yelling, suddenly lost her voice, followed by swelling 
of the throat and dyspnez. Tracheotomy was made and Elsberg, 
seeing her in the Charity Hospital, diagnosed bilateral abductor 
paralysis. When she came under O’Dwyer’s carc two years later, 
he suspected syphilitic stenosis, broke the adhesions of the cords 
and endeavored to keep the glottis open by intubation. Finally con- 
vinced cf an existing paralysis by the continuous return of the 
cords to the median line, he removed a part of the cord by inserting 
a tenaculum into each and by cutting off the portion held by the 
hook with a bistoury. Already a week later the larynx had narrowed 
again, but the patient got ultimately well with the tracheal cannula in 
situ. 

Evidently Hope* was not cognizant of O’Dwyer’s publication 
when he presented his case to the Bellevue Hospital Alumni Asso- 
ciation, 1895, and thought by removal of a part of one cord to have 
established a novel feature in the treatment of these paralyses. He 
was induced to do so, to enable the man to resume his work, but soon 


after the operation dyspnea set in again and the cannula had to be 
reinserted. 
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O'Dwyer, in a letter to the editor of the New York Medical Jour- 
nal,* claimed to have antedated Hope in the operation, and made 
the statement, that in his opinion no excision, only a simple incision 
through one cord was necessary, to be followed by wearing an 
intubation tube, until the incised cord had healed in a retracted 
position. His proposition has so far not been adopted, and it is 
very doubtful if with one cord in the median line and the two stumps 
of the other remaining, a contraction of the parts would not sooner 
or later take place with obliteration of the breathing space. 

Citelli,,> who is a strong advocate of the operation, relates in a 
lengthy article his numerous experiments on dogs and describes 
minutely the macroscopic and microscopic appearances of the larynx 
as well as of the parts removed. Briefly stated, he does not 
consider the operation dangerous and has not observed a regenera- 
tion of the cord in the animals killed from 30 to 60 days after 
cordectomy. 

B. Fraenkel,® who is not in favor of the operation, disagrees with 
Citelli chiefly as to the latter point and refers to the regeneration of 
the cord or to the formation of a fold taking its place after laryn- 
gotomy for removal of some tumor. Whilst such occurrences have 
undoubtedly been experienced by a number of operators, we must 
not lose sight of the fact, that there is a vast difference between a 
plain cordectomy for abductor paralysis in an otherwise healthy 
larynx and the removal of a cord or of a part of it with adjacent 
diseased tissue. If cordectomy as preposed has any merit with the 
prospect of a favorable result, two essential requisites have to be 
complied with. One is the use of sharp, cutting, excising instru- 
ments, to avoid crushing or maltreating the tissue, which favors 
the formation of granulations of scar tissue. The second one is 
the complete, thorough excision of the cord, especially at the an- 
terior commissure and at the pcsterior point of fixation, when 
necessary also of some part of the arytenoid cartilage The loss 
of voice can not enter into consideration, if we want to fulfill our 
purpose. 

The history of the patient from the report of the German Hos- 
pital is as follows: Well-developed young man, 16 years of age, was 
admitted December 30, 1908, to the service of Dr. Shadtmueller, 
who asked me on January I1, 1909, to make a laryngoscopic ex- 
amination on account of increasing dyspnea. Bilateral abductor 
paralysis having been found, the patient was transferred to my de- 
partment a few days later, and tracheotomy made under Schleich 
anesthesia, January 16. The operation gave the expected relief and 
was followed by no ill sequelae. 
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The patient dated the beginning of his ailment from August, 1907, 
when by some accident a current of 220 volts passed through his 
right hand without any immediate injury. When he lifted a box 
weighing about 200 pounds a few days later with his right hand, he 
felt numbness, weakness of the hand, of the right side of his face 
and the right side generally. Coincident with these symptoms the 
patient noticed disturbances of his voice and noisy respiration, which 
came on very gradually and increased in the course of time. A 
slight paresis of the face and of his right hand was still present 
when he entered the hospital. 

Repeated examinations and an excellent radiograph taken before 
the tracheotomy, revealed no peripheral cause of the laryngeal 
paralysis, and led to the conclusion of its central origin. At the 
urgent request of the patient to enable him to dispense with the 
tracheal cannula, cordectomy was taken into careful consideration 
and with his consent performed January 29. 

The operation was made with the usual precautions observed in 
laryngotomy and presented no special difficulties. With a good il- 
lumination the cords could easily be seen and were removed witha 
Gruenwald excisor forceps. Great care was taken to excise their 
attachment to the thyroid cartilage at the anterior commissure and 
posteriorly a part of the vocal process was also sacrificed. The 
laryngeal wound was closed with sutures, the tracheal cannula left 
in situ for several days, but taken out, when the larynx proved to 
give ample breathing space. The wound was.allowed to heal grad- 
ually, except a small opening below for drainage. 

The patient made a rapid recovery, was soon able to leave his 
bed and to walk around the ward, where he made himself useful in 
minor attentions to patients. As stated before, he also acquired 
the power to speak distinctly and audibly, and at inspection it was 
found that the ventricular bands began to assume the movements 
and role of the vocal cords. 


This propitious condition lasted three weeks, when respiration 
became labored again, and through the narrow chink between the 
ventricular bands granulations could be seen in the locality of the 
excised cords. They were removed February 25 by endolaryngeal 
excision and curettage, which gave the patient decided relief in 
breathing. The reaction and the slight discomfort at deglutition 
passed off after two days, and the patient felt well and walked 
about in the ward till the morning of his sudden, fatal attack on 
March 4. Without any apparent cause large moist rales developed 
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in his chest, his temperature rose rapidly during the day and in 
spite of early and energetic stimulation he died the same day at I1 
p. m. 

The autopsy showed as the cause of death pneumonia of a ful- 
minant type, no diseases of the trunk could be detected to account 
for the paralysis. The brain was removed, the bulbus was hard- 
ened and sections were made with the microtome. But here 
also no definite lesion cou'd be found to substantiate its central 
origin. 


EPICRITICAL REMARKS, 


I suppose that many of us, and I among you, analyze our work 
and by this self-imposed criticism find the reasons for our stc- 
cesses and failures. I have frequently prefited by such retrospect, 
and naturally made a careful study of all the features of this case. 

Although no positive proof could be furnished as to the central 
origin of the paralysis, the absence of all peripheral lesions. the 
paretic conditions of face and hand, the early appearance of vocal 
disturbances, soon followed by respiratory difficulties, all make it 
reasonable to assume, that the paralysis originated in the bulbus. 
That it was due to capillary hemorrhages, or isolated foci of soft- 
ening, no longer traceable by the microscope, is a feasible, but only 
a hypothetical assumption. But if we consider the extremely 
small area in the fourth ventricle, from which abduction is elicited, 
a minute lesion of this locality can have deleterious effect. For 
this reason a cessation of the paralysis could not be expected, and 
cordectomy, if at all justifiable, was a proper proceeding, espe- 
cially with the consent of the patient. 

The operation was successful as to its immediate result as well 
as to its after effect. The second interference, the endo-laryngeal 
excision of granulation tissue, is a surgical measure, which many 
of us have practiced with impunity. I have myself excised numer- 
ous tuberculous infiltrations, hyperplastic tissue, growth, also ele- 
vated a tracheal tumor through the natural passages without ill 
consequences. It may be and in this respect I agree with Fraenkel, 
that the region of the vocal cords has an innate tendency for early 
formation of granulations, excrescences, which it behooves us to 
control. If their endolaryngeal removal should prove to be fraught 
with danger to the patient, it will be advisable to keep the laryngeal 
wound open till complete healing has taken place. The correct- 
ness of this view is corroborated by Iwanoff' in his recent publica- 
tion, who advised extreme care in the second stage of laryngostomy, 
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the stage in which granulation takes place, and which is apt to 
be dangerous on account of aspiration of detritus and subsequent 
pneumonia. 
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EYE FIXATION FORCEPS USED IN SUBMUCOUS 
RESECTION OF NASAL SEPTUM.” 


BY JOHN M. FOSTER, M. D., DENVER. 


In doing sub-mucous resection of the nasal septum, especially 
where the incision must be made in or very near the junction of 
the integument and mucosa, there is always difficulty in raising the 
flap when beginning to lift the perichondrium from the cartilage. 
Often the membrane is torn and the operator loses a great deal of 
time in making a start. This is often the case, too, where there 
is a spur or a right angle deflection beginning anteriorly. ‘This diffi- 


culty can be avoided very readily and the flap not torn in almost 
every instance by the use of an ordinary “eye fixation forceps,” 
without catch. After the incision is made the flap to be dissected up 
is caught by the forceps and with the septum knife ‘the membrane 
is delicately dissected back from the incision for a short distance 
until the ordinary elevators can be used. I have employed this ina 
great number of cases and find that it avoids tearing the membrane 
in making the start. 


Fourteenth and Stout Streets. 


*Read before the Eastern Section of American Laryngological, Rhinol- 
ogical and Otological Society, Watertown, N. Y., Jan. 15, 1910. 
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THE DIAPHRAGM IN TONE PRODUCTION. 
A FLUROSCOPIC STUDY. 


BY JOHN W. BOYCE, M. D. AND A, A. MACLACHLAN, M. D. PITTSBURG. 


The following study of the appearance of the diaphragm during 
respiration, singing and speaking was suggested by the able paper 
on Production of Voice by Dr. Makuen in Tue LaryNncoscopr for 
September, 1909. Anyone possessing an educated muscular sense 
must agree with Dr. Makuen that the diaphragm is tense during 
the emission of sustained tone. Anatomically it is difficult for us 
to understand how this muscle can be a very great factor in either 
passive breathing or voice production. The broad expanse of the 
thoracic abdominul septum leads one at first glance to look upon it 
as a powerful! muscle, overlooking its extreme thinness, which must 
necessarily render its action feeble. When in dissection we pick 
away connective tissue bit by bit, we do not appreciate its import- 
ance and amount, and we are therefore apt to overlook the fact 
that the bulk and strength of the diaphragm is made up of con- 
nective tissue, subserous and serous elements, and that its musew- 
lar portion is relatively slight. 

Another observation of some interest as bearing on the function 
of the diaphragm is that we have noted by inspection with the di- 
rect esophageal tube that the normal esophagus may be seen to 
open widely with inspiration and close with expiration. This is 
what one would expect from what has been taught in regard to 
the thoracic portion. The surprising thing, however, is that this 
same action may be observed after the esophagoscope has passed 
the diaphragm, and even when it is entering the cardia. This eso- 
phageal movement would be sharply reversed at the level of the 
diaphragm if that structure were very active in inspiration. 

It occurred to us that the action of the diaphragm could be easily 
studied by the fluroscope and so we made the following observations 
of its action at the fluroscopic laboratory of the West Penn. Hospi- 
tal. The fluroscopic observations were made on a considerable 
number of persons, both male and female, the majority were un- 
trained in voice production; two, however, were trained vocalists, 
another a clergyman, who has had considerable elocutionary train- 
ing. 

On looking at the lower part of the chest, using a tube with the 
proper penetration, the dome-shaped shadow of the diaphragm was 
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very distinctly and sharply seen and its movements were carefully 
observed. In passive breathing this shadow keeps its dome-like 
contour during the entire cycle of its action and moves up and 
down like a piston, just as described by Walsham and Orton “Roent- 
gen Rays in Chest Disease.” In expiration this shadow rises in 
the chest and comes in contact with the thoracic walls. In inspira- 
tion it moves downward and separates from the thoracic walls. 
This action was uniformly the same in every person examined, both 
male and female, and makes one feel certain that the diaphragm 
is an unimportant factor in inspiration, as its curve appears actually 
greater at the height of inspiration than during expiration, due 
probably to the opening of the plural sinuses. In no case was the 
flattening of the diaphragm, as described in various physiologies 
and other text books as being its action in inspiration, observed. 
This would necessarily be the most conspicuous feature of that 
part of its action if the current theories of diaphragmatic action 
were well founded. 

In our study of the motion of the diaphragm in voice production 
we first had a trained singer hold tones at different pitches, run 
scales and so forth. During the production of tones the diaphragm 
rises slowly and steadily in the thoracic cavity, but in a trained 
vocalist’s tones can be held with such a surprising economy of 
breath and with such slight movements of the abdominal walls, 
thorax, and diaphragm that we could only demonstrate the rise of 
the diaphragm by holding a finger on the shadow at the com- 
mencement of the tone and then note its rise above the shadow of 
the finger. We then stood before the tube a number of untrained 
persons, instructing them to draw a deep breath and then count 
rapidly in a loud voice as long as they could without drawing a 
fresh breath. During sustained tone of forcible speech the line of 
the diaphragm, as seen by the fluroscope, appeared possibly a trifle 
sharper, as if it were tense, according to the current theory, but as 
the tone continued its line rose steadily in the thorax. One of us 
attempted to keep the diaphragm in firm contraction and at the 
same time produce voice. It was absolutely impossible to produce 
any continued sound without having the line of the diaphragm rise 
steadily in the thorax. We then had persons speak selected words 
and recite the alphabet so as to demonstrate the diaphragmatic ac- 
tion during the production of the various sounds which go to make 
up speech. In all continued speech the diaphragm moves upward 
in the thorax, however when one makes a single » arp staccato 
sound with the expulsion of a considerable amount of air the dia- 
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phragm makes a sharp excursion downward and promptly rebounds 
again to a higher level and continues to rise until another explosive 
sound makes it again rebound or until a fresh breath is taken. 
This rebound appears to be due to the sudden increase in the thor- 
acic air pressure made just prior to the explosive utterance, and 
the diaphragm acts to this increase of pressure just as would a 
sheet of elastic rubber stretched in the same location. 

Our public speaker, a clergyman, showed a phenomenon so in- 
teresting that we give a short history of his case. His methods 
of voice production are so faulty that he has had repeated attacks 
otf hypertrophic laryngitis, which are becoming more severe and 
necessitate longer intervals of rest to recover from each attack 
His voice is very clear and penetrating, and for certain words is 
full and rich. Other werds beginning with m, n, and p, and words 
consisting principally of consonants, such as m, y, r, r, h, he pro- 
nounces with a rather grating effect. He has had considerable 
training by voice teachers and was taught to pay especial attention 
to his diaphragmatic action. When he speaks with his pulpit voice 
he makes his abdominal muscles very tense, and there is bulging 
of his abdomen sufficient to be easily observed visually. Putting 
him before the tube we saw that when he spoke a continuous sen- 
tence in the same tone his diaphragm rose as steadily and uniform- 
lv as in ovr other cases. The interesting thing, however, was that 
when he repeated the words with which the voice teachers say he 
has trouble, his diaphragm would make one of the sharp rebounds 
our other cases made only when uttering a staccato note, as de- 
scribed above. We believe that the explanation of his laryngeal 
trouble lies in these toc forcible increases in the thoracic air pres- 
sure producing actual traumatism in his larynx. We then had 
another trained vocalist sing a full musical tone and then suddenly 
allow his voice to go flat. Just as soon as his voice so changed 
the shadow of the diaphragm became less sharp. 

The blurring of the shadow when the tone became flat seemed 
to us to indicate that the diaphragm action in voice production is 
a steadying governor-like one, but whether its greater tension is 
designed to produce resonance or whether it acts as a governor 
to steady the expiratory forces is a point which will require more 
study. We feel quite sure that the state of the diaphragm in ex- 
piration for voice production or in passive breathing, cannot be 
contraction, for it cannot be contracted and at the same time pushed 
up into the thoracic cavity. 


A REPORT ON THE LARYNGOLOGICAL WORK OF THE 
BRITISH MEDICAL ASSOCIATION AND OF THE 
SIXTEENTH INTERNATIONAL MED- 

ICAL CONGRESS IN 1909,” 


BY D. BRYSON DELAVAN, M. D., NEW YORK.‘ 


It was my privilege to attend two important meetings last sum- 
mer, one that of the Section in Laryngology of the British Medical 
Association, the other that of the corresponding section of the 
Sixteenth International Medical Congress. Many topics were 
brought forward and discussed, all of which were of decided inter- 
est. The official program of the Section in Laryngology at Buda- 
pest announced one hundred and fifteen papers. The authors of 
most of these were present, and the papers were read. Several 
additional papers were offered after the publication of the program. 
The Section in Laryngology of the British Medical Association was 
ably presided over by Dr. St. Clair Thomson. The chief presiding 
officer of the section in laryngology at Budapest was Professor 
Emerich de Navratil, without question one of the most distin- 
guished laryngologists in Europe. He was aided by other co- 
presidents, one of them well known to us, Professor Onodi. The 
spirit of these meetings, actuated by the dignity and geniality of 
their respective presiding officers, was particularly delightful. At 
both of them the best of good feeling prevailed and with it every 
evidence of a strong desire on the part of those who participated 
to advance the science of the study of diseases of the upper air 
passages in the most wholesome and substantial way. 

It may be interesting to know that the subjects represented at 
the International Congress covered a somewhat wide range. Thus, 
ten papers were upon Cancer of the Larynx, ten more upon Tumors 
of the Nose and Pharynx, six upon New Methods for the Explora- 
tion of the Upper Air Passages, eight upon the Treatment of 
Cicatricial Stenosis of the Larynx, several upon Hay-asthma and 
several more upon Ozaena, at least fourteen upon the Nasal Sinus- 
es, six Or more upon Scleroma, and as many upon Tuberculosis ; 
ten upon Adenoids and a few upon The Tonsils, eleven upon Recur- 


*Read before the Laryngological Section, New York Academy of Medi- 
cine. November 24, 1909. 

*Before reading this paper Dr. Delavan exhibited to the Section a 
bust of Dr.. Czermak, of Budapest, to whom we are indebted for the 
laryngoscope, as it is used to-day 
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rent Paralysis and Other Affections of the Nerves of the Larynx, 
seven upon Intra-nasal Operations and a number more upon vari- 
ous miscellaneous topics. I have selected three of these subjects 
as presenting features of especial interest, 

1. The Treatment of Suppurative Diseases of the Nasal Sinuses. 

2. Cancer of the Larynx. 

3. The Treatment of Cicatricial Stenosis of the Larynx. 

At Budapest the discussion on the first of these was opened by 
Dr. M. Hajek, of Vienna, in a paper entitled “The Treatment 
of Empyema of the Nasal Sinuses,” and by Professor A. Onodi, 
of Budapest, in a paper upon the “Intracranial and Cerebral 
Complication of Diseases of the Nasal Sinuses.”. A number of 
other papers were read upon the same general subjects, several of 
them of distinct value. Several of them dealt with the conserva- 
tive treatment of sinus disease. The discussions which followed 
were participated in by the best representatives of the subject 
in Europe, among them, Professor Killian of Friebourg, Prof. 
Chiari of Vienna and Prof. Jansen of Berlin. Prof. E. Fletcher 
Ingals, of Chicago, read a masterly paper upon the intra-nasal treat- 
ment of suppurative disease of the frontal sinuses. The most 
interesting speaker who took part in the discussion was Professor 
Hajek, who spoke with rare wisdom and discrimination, giving 
evidence of full knowledge of all that had been done in this field, 
but appreciating the value of those more difficult but less danger- 
ous methods which, in the hands of a sufficiently skillful operator, 
are capable of effecting cure in certain cases without resort to the 
more radical external operations in common vogue. 

The papers of Professor Hajek and Onodi are given in extenso 
in the preliminary transactions of the Section in Laryngology of 
the Sixteenth International Congress, a copy of which may now be 
found in the library of the Academy of Medicine. 

The subjects of tlic debate and the deductions which may be 
drawn from it may be stated as follows: Many operators justified 
their resort to extreme radical measures in operating upon these 
cases upon the plea that radical operation is necessary in order to 
save life. Often this is without doubt true. To say that severe 
radical measures however are always necessary or that life has 
been in jeopardy in all cases in which they have been applied is, 
however, to ask too much. No one to-day denies for a moment 
that there are some cases which absolutely demand radical meas- 
ures and are clearly beyond the reach of any others at present 
within our power. Ali of us have had to deal with such. We 


| | 


462 DELAVAN : REPORT ON LARYNGOLOGICAL WORK, 1909. 


are not only willing, but glad to recognize the splendid part which 
radical surgery has played in relieving them. Such operations as 
those deviged for Luc, by Ogston and others, not to speak of those 
of more recent date, have been welcomed by every intelligent 
spcialist who has recognized the needs of the situation and who 
has found in these operative measures the means of curing cases 
which before had been entirely beyond control. For these cases 
radical surgery has been an unquestioned blessing. ‘Where the 
disease has been of long standing, where the soft parts have been 
seriously affected, and particularly where necrosis is present, rad- 
ical operation can hardly be dispensed with. 

All cases of suppurative sinus disease, however, are not of this 
severe type. Some on record have been dealt with sucessfully by 
intra-nasal treatment. ‘This has often been proved in the practice 
of men of especial skill in this department. In cases of this type 
the advocates of radical surgery would perhaps determine to oper- 
ate at once when those skilled in treatment by intra-nasal methods 
would at least endeavor to help the patient without surgical opera- 
tion, and as experience has abundantly proved would succeed in 
doing so in at least a fair proportion of instances. Where no 
great injury to the patient would be likely to result from 
delay it would seem fair that such cases should be allowed the 
privilege of an effort to secure relief through intra-nasal means 
before radical treatment was resorted to, rather than that the rad- 
ical operation should be done without any attempt at cure by means 
of the less severe methods. 

The third type of case represents a class in which radical opera- 
tion is in my opinion positively contraindicated; such cases can be 
cured and are cured by intra-nasal treatment. In these cases radical 
surgery is out of place. Nevertheless, we are not infrequently con- 
sulted by patients representing this class to whom radical operation 
has been strongly advised. 

The proposition that radical operation is necessary to save 
life contains two fallacies; the first we have just explained: 
the second is quite as important as the first. Not a few radical 
operations have ended fatally and the life of the patient has been 
directly lost through the operation itself. Possibly, of course, if 
the operation had not been done, the patient would have died of the 
disease, but we all know that in cases where operation has been 
refused, the result has not by any means invariably led to a fatal 
issue. Hajek called attention to the fact that the proportion of 
cases of brain abscess complicating sinus disease has been greater 
since the introduction of radical surgery than it was before. 
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From a general view of the whole matter extending backward to 
the time when attention was first directed to these troubles, many 
things have been learned with regard to them. Great benefit 
has been accomplished for those suffering from their dis- 
eases. Hand in hand with such men of genius as Bryan, in our 
own country, and Zuckerkandl, Greenwald, Onodi and Hajek 
abroad have been the originators of the radical surgical methods 
which variously modified, and described under other names are 
used by us to-day. These men and the ones who have followed them 
of both classes, namely those skilled in intra-nasal methods and 
those who operate from without, have succeeded in greatly alleviat- 
ing human suffering. Why should there be any question therefore 
as to the relative value of the two general methods? Without ques- 
tion, radical methods are not only indicated but are absolutely in- 
dispensable in certain cases; equally true is it that in certain other 
cases intra-nasal treatment is amply sufficient. The perfection of 
knowledge at the present time would consist therefore in the clear 
recognition of the conditions present in a given tase and accurate 
judgment as to the best means of relieving them. Giving all praise, 
and that not a little, where credit is due, it nevertheless appeals to 
me as unfortunate that this matter, in common with so many other 
surgical questions of a like nature, should not be placed upon a firm 
scientific basis. Obviously the only way in which this can be done 
is through the careful observation of the case for long periods 
after the date of operation and through the truthful reporting of 
ail cases good and bad alike. At the meeting at Budapest it was 
impossible to learn from many of the leading speakers just what 
their results had been. 


CANCER OF THE LARYNX, 


The subject of Cancer of the Larynx came up both at Belfast and 
at Budapest. At Belfast, Dr. R. H. Woods, of Dublin, presented 
a remarkably successful case of extirpation of the larynx. The 
chief interest attaching to this, however, lay in the presentation of 
a new vocalizing apparatus in the use of which this patient had 
been instructed. In describing the apparatus of Dr. Woods, it 
should be said that it differs from the one devised by Prof. Gluck, 
of Berlin, in that with the latter, the tube is carried from the tra- 
chea and when held in front of the patient’s mouth it reinforces 
the resonance of that cavity, especially for vowel sounds, in such a 
way that by listening carefully one is often able to understand what 
the patient is attempting to say. Dr. Woods has carried this tube 
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a little further, put a reed into its distal end and introduced the reed 
into the pharynx through the nose. In this way the patient by 
blowing through the tube actuates the reed in his pharynx and the 
sounds thus produced take the place of those ordinarily made by 
the vocal cords with the result that the patient is able to speak as 
well as before operation, except that he speaks in a monotone. 
This, however, is a small objection when the perfection of the result 
in every other respect is considered. The effect produced by the 
apparatus of Dr. Woods is that of a wonderful reproduction of 
the normal tone of the human voice. Nothing just like it has ever 
been presented before. It is devoid of the objections commonly 
met with in such forms of apparatus as are made of metal and de- 
signed for wear in the laryngeal space. These have heen invariably 
irritating to the surrounding parts. The note produced by them 
has been so unnatural as to make the employment of the apparatus 
next to impracticable. By using reeds of different sizes almost any 
quality of tone can be afforded by Dr. Woods’ apparatus, so that 
the different qualities of voice can readily be imitated. In the 
opinion of the writer, this apparatus is the best device of its kind 
that has ever been presented. 

The work of the section in laryngology’at Budapest was opened 
by an excellent paper by Sir Felix Semon upon the subject of 
“Simulated Cancer of the Larynx.” In this the various diagnostic 
signs of carcinoma of the larynx were alluded to and a series of 
cases presented in order to illustrate the difficulties which some- 
times exist in arriving at exact conclusions as to the nature cf a 
given intra-laryngeal growth. In such cases mistakes of diagnosis 
are not uncommon, The paper reported thirteen cases. Of these, 
three showed appearances very similar to one another, all re- 
sembling cancer, and yet were due to absolutely different causes and 
non-malignant. The first was a chronic infective inflammation, the 
second, an extravasation of blood into the right vocal cord, and the 
third tuberculosis. Three or four other cases illustrated the diffi- 
culties sometimes met with in the differential diagnosis between tu- 
berculosis and malignant disease of the larynx. A brief historv 
of each case is given and each is accompanied by an admirable 
illustration accurately representing the picture seen on laryngos- 
copic examination. This contribution is based upon an experience 
gained by the study of two hundred and forty-six cases of malign- 
ant disease of the larynx. In closing, the author says: “I trust 
that by frankly reporting the various difficulties and errors that 
have occurred in my own practice, I have not nursed in the hearts 
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of any the feeling that the diagnosis of malignant disease of the 
larynx is a desperately difficult matter. No doubt, sometimes it is, 
but after all, I have observed only thirteen cases in which real and 
serious diagnostic difficulties existed. Thirteen out of a total of 
two hundred and forty-six observations will suggest that the per- 
centage of exceptional difficulties is only a «mall one. As a general 
rule, the diagnostic signs at our disposal are trustworthy.” In the 
experience of the writer, the diagnosis of cancer of the larynx is 
not always easy. There are some cases which present difficulties 
apparently only to be overcome by careful microscopic examination 
of the whole substance of the growth while in other cases a growth 
which may be recognized as malignant after careful study and 
observation will be impossible of recognition as the result of a 
single examination of the larynx. In the diagnosis of these cases 
therefore it is not to be expected that one consultation will in every 
case offer opportunities which will enable a positive diagnosis to 
be made. This is particularly true when tuberculosis and syphilis 
are to be excluded through careful examination for the one and a 
tentative course of specific treatment for the other, While close 
observation of the growth by one of skill and experience will gen- 
erally reveal its true nature, there are not a few cases in which 
visual examination alone is insufficient to a positive diagnosis. The 
article of Semon is suggestive and interesting. The illustratior.- 
which accompany it are particularly enlightening and deserve care- 
ful study. 

Of the other contributions to this subject, at Budapest, by far 
the most interesting was the paper of Prof. Gluck, of Berlin, upon 
the “Diagnosis and Treatment of Carcinoma of the Larynx,” and 
especially the presentation by him of four cases upon which he had 
performed his most extensive operations for the removal of wide- 
spread disease of the throat, including a total extirpation of the 
larynx and the removal of affected adjacent parts of the esophagus, 
pharynx, tongue and of the lymph nodes. All of these patients had 
survived for a period of two years and all appeared to be in fair 
condition. The mutilation caused by operation, however, was so 
extensive that it seemed incredible that life could be sustained, 
much more difficult to believe that the patient’s existence could be 
endurable. In each case the whole front of the throat seemed to 
have been obliterated and practically speaking, much if not every- 
thing, from the neighborhood of the base of the tongue to the 
episternal notch removed as far back as the vertebrae. This may 
Le an exaggeration, but the result was a vacant space of surpris- 


| 


466 DELAVAN : REPORT ON LARYNGOLOGICAL WORK, 1909. 


ing extent. The cases presented by Prof. Gluck were interesting 
from at least two points of view. First, as proving the possibility 
of such extensive resections of important parts of the throat, and 
secondly, the possibility of prolonging the lives of the patients in 
whom carcinoma has extended so far outside of the larynx as to 
make a simple laryngectomy useless. To such cases which in the 
hands of many surgeons would be considered beyond relief, the 
operations of Prof. Gluck offer a ray of hope. Unfortunately, 
however, it must be stated that it was not explained in how many 
cases the patients had succumbed early to the effects of operation. 
Until we are better informed as to the mortality rate, we are un- 
able to judge of the actual value of this work. 

With regard to cancer of the larynx and its treatment to-day, it 
may be said that comparatively little new information has been 
offered for many years. Operations are being constantly performed 
upon the larynx, however, and two propositions have been placed 
beyond contradiction; first, that such work improperly done can 
only lead to disappointment and failure, and secondly, that of the 
operative work now being carried on in this country and abroad 
there is none, on the whole, as successful as that which has been 
inspired by the able leadership and instruction of Mr. Henry T. 
Butlin. To him more than to any one man belongs the credit of 
having evolved a system of treatment by which the largest number 
of cases can be benefited and the greatest prospective period of 
time added to the existence of the patient. Early operation skill- 
fully performed under rules long since laid down by Mr. Butlin, 
after careful study and experience on his own part, has without 
question gained its place in surgery. Until some better procedure 
has been provided, it must be regarded as by far the most promis- 
ing method. This has been recognized in England by an ever- 
increasing number of practitioners, with results which seem to 
justify these statements. I have long since insisted that in so far 
as these views are respected and followed out, the treatment of 
laryngeal cancer will meet with the maximum of success. On the 
other hand, in so far as they are neglected, failure and disappoint- 
ment will result. Long observation has proved the truth of this 
statement. I can only reiterate it with increased emphasis founded 
on constantly accumulating experience. Success in important op- 
erations upon the larynx can only be gained through the same 


principles of action as made possible the discovery of the North 


Pole. The novice, the careless, unprepared operator, the man who 
does his work in an institution supplied with inexperienced in- 
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ternes and with nurses ignorant of this particular class of opera- 
tions, will never succeed. Many years ago I expressed my views 
upon this subject and in no uncertain language. Fortunately, a 
few men among us have at last acted upon them, with results 
which already go far to prove their value. 


CICATRICIAL STENOSIS OF THE LARYNX. 


The subject of the “Treatment of Cicatricial Stenosis of the 
Larynx” was invested with peculiar interest on account of the re- 
cently suggested method known as “Laryngostomy.” It was dis- 
cussed at both meetings. At Belfast the discussion was opened by 
Dr. Lambert Lack, of London, Dr. Delsaux, of Brussels, and Dr. 
Delavan, of New York, and was participated in by Dr. Emil 
Mayer, of New York, and Dr. Logan Turner, of Edinburgh. The 
paper of Dr. Lack dealt chiefly with the subject of cicatricial ste- 
nosis of the larynx in children as the result of diphtheria. He 
offered nothing particularly new. Various methods of treatment 
were referred to, and condemned. Dr. Lack’s experience with in- 
tubation in these cases had also been unfavorable and this method 
was condemned by him. It is interesting to know, however, that he 
had based his opinion on the subject of intubation in chronic ste- 
nosis upon the study of but two cases, that he had employed the 
method upon these cases for but two or three weeks, and at the end 
of that time had decided that the method was a failure because the 
patients were not cured. We do not know with how much skill 
or otherwise the intubation was managed. The time of its em- 
ployment, however, a few weeks, was entirely insufficient, as has 
been explained by all experienced in its use. 

The paper of Dr. Delsaux was a description of the new method 
of Killian known as laryngostomy and recently presented to the 
medical world by Sargnon and Barlatier. In it.a careful resumé 
is given of the study of thirty-seven collected cases operated upon 
by various surgeons. Unfortunately, of the thirty-seven patients 
treated, six died, a mortality of sixteen and three-tenths per cent. 
Starting with this knowledge, we have some basis upon which to 
estimate the relative value and the relative risk of this method. 
For this the scientific world owes Dr. Delsaux a debt of gratitude. 
Of the remaining thirty of Dr. Delsaux’s thirty-seven cases, there 
were fourteen in whom the final plastic operation had been com- 
pleted. These were considered entirely cured and up to the present 
time had in no case suffered recurrent stenosis. Of the remaining 
seventeen cases the process of dilatation in fourteen was still going 
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on and the plastic operation for the closing of the opening in the 
neck had not yet been performed. Three cases had disappeared and 
one case failed. Usually the patients operated upon in this way 
were able to make themselves understood in conversation, and some 
had even recovered their voices, owing to alleged re-formation of 
the vocal bands. Dr. Delsaux concluded from these statistics that 
iaryngo-tracheotomy had proved the most successful method for 
the cure of these cases, that it was the operation to be preferred 
in the treatment of them, that it was an operation attended with 
little risk, and that it should therefore become the routine method 
of dealing with cicatricial stenosis of the upper air passages. 

In the paper of Dr. Delavan, three things were stated as essential 
io the successful management of stricture of the larynx; first, that 
ihe stricture be relieved; second, that the relief be permanent, and 
third, that the treatment be conducted with the least possible injury 
to the parts involved. The last proposition was particularly insist- 
ed upon. The writer laid all possible stress upon the necessity for 
so conducting the case that the least injury possible be inflicted 
aither within the larynx or from witiuut. He regarded this as one 
of the most important considerations which could affect the sub- 
ject under discussion and believed that before the acceptance oi the 
aew metnods which involved so much of the operative work out- 
side of the larynx, clear proof should be adduced to show that these 
extensive operations were not in the end productive of harm. Very 
often operative measures had aggravated the stenosis rather than 
relieved it. He called attention to the proposition that success in 
cases treated by intubation depends upon the constant and long- 
continued distension of the stricture, on the principle that scar tis- 
sue in general when subjected to continuous stretching will in time 
lose its resiliency. Illustrations of this loss of resiliency in scar 
tissue we find in various other departments of surgery, for in- 
stance in the stretching of abdominal scars after laparotomy or 
after an operation for hernia. For the indications present in cica- 
iricial stenosis the O’Dwyer tube answers every purpose and the 
iarynx tolerates its presence indefinitely. Much clinical evidence 
has been accumulated in this country to prove the value of the 
O'Dwyer method,’ Relief by any form of operation could only be 
proved to be permanent by the lapse of years without recurrence. 
Injury to the parts either through endolaryngeal or extra-laryngeal 
operation was by no means a negligible factox and as far as pos- 
sible, must certainly be avoided. Attention was also called to the 
possibilities of the development of laryngeal disease, possibly re- 
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motely, subsequent to the time that operative werk upon the larynx 
had been carried on and the necessity was pointed out for a careful 
observation of such cases long after treatment. 

At Budapest, the discussion of this subject was opened by Prof. 
Uchermann, of Christiania, Norway, who condemned intubation be- 
cause in cases of diphtheria and the like, the internes in his hospital 
had been unable to manage their cases with success. 

It thus appears that two of the main objections against intuba- 
tion in Europe have been based, first, upon insufficient knowledge 
of its use and its application for too short a period to be pro- 
ductive of benefit and, secondly, through the handing over of the 
method to inexperienced beginners who could not for a moment be 
supposed to possess the skill necessary for its proper management. 

At Belfast, Dr. Emil Mayer made a strong plea for the O'Dwyer 
method, illustrating his remarks by a reference to his own series 
of cases successfully treated in this way and explaining its su- 
perior advantages. 

At Budapest the writer strove to impress the fact that intubation 
is an art; that the practice of any art worthy of the name could 
never be assumed in a desultory manner by those ignorant of its 
principles and that it was therefore no argument against intubation 
to say that those untrained in its use had failed in its successful ap- 
plication. He also called attention to the great value of the method, 
a method which for years had been applied with great success by 
large numbers of men in all parts of the United States. Such men 
as O'Dwyer, Rogers and others had done their part toward ex- 
ploiting its use and it remained for the rest of the world to appre- 
ciate its value and to test with proper care and skill what had been 
presented. The open method, namely that known as laryngostomy 
had been so recently suggested that it was quite too early to pre- 
dict its ultimate value. While any method would be‘ heartily wel- 
comed which would produce the desired result with the least amount 
of troubie to the physician and distress to the patient, it was still 
necessary to convince us by practical demonstration that a better 
method had yet been brought forward than that of O’Dwyer. 

In the discussion which followed, it was suggested that the care 
of patients, especially children, after larvngostomy, was both diffi- 
cult and painful and that the frequent dressings required, involving 
the frequent withdrawal and reintroduction of the tubes, was: at- 
tended with much distress. This was not denied by those who had 
had experience in the matter. In the case of intubation, the tube in 
many cases may be retaired for long periods of time and even its 
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reintroduction is not necessarily as distressing to the patient as is 
the ordinary dressing after laryngostomy. 

In considering the sum total of the work presented at these 
meetings we are struck with the fact that there is little novelty 
in it. Indeed, the more one considers the work of the present time 
the more one is impressed with the importance of going backward 
and studying carefully the methods of the great masters of laryn- 
gology who flourished a quarter of a century ago. Many valuable 
lessons are to be learned, among them this, namely, that not all of 
the good things in laryngology are utilized by us to-day. In 
certain instances methods which were recognized as valuable a num- 
ber of vears ago have been completely supplanted by others not 
nearly as good. It must be remembered that a new thing is not 
necessarily better simply because of its novelty. Another thing 
which is somewhat distressing is the ease with which the name of 
our instructors have in so many instances been forgotten, simply 
because some recent successor has made a slight modification in a 
method which in itself is classic. I am inclined to think that a 
little too much credit is being given at the present time to certain 
operators upon the nasal sinuses at the expense of those to whom 
we are really indebted for our best knowledge of the subject. Thus 
a name may have swept all others out of sight, whereas, without 
the suggestions of those who prepared the way, the present meth- 
ods of operating would probably not now be in existence. More- 
over, and much more important than all of this, there kas been a 
tendency of late years to forget, or to minimize the value of intra- 
nasal treatment for the relief of these conditions. | Many a case 
in the experience of the writer has been subjected to radical opera- 
tion- which, in the hands of a really skillful master cf this depart- 
ment, would have been cured by intra-nasal means. The names of 
Bryan and others of his way of thinking are no less illustrious 
throughout the world to-day than they were before radical opera- 
tions upon the sinuses became so common. Nor are his methods 
and those of the men who have followed him, any less desirable 
than before. I believe that too little attention has of late been 
given to this department of the work. First, because radical opera- 
tion is attractive and savors more of novelty and, secondly, because 
all things considered, it must be admitted that in many instances 
the external radical operation is actually easier ‘of performance 
than is treatment by the other means. 

After all, here, as in all other departments of surgery, wide and 
accurate knowledge based upon rich experience, keen judgment, 
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and finally, a highly conscientious view of the best interests of the 
patient are essential. Another thing which has impressed me is the 
rarity with which even the best operators are willing to truthfully 
report their unsuccessful cases. A shining exception to this was 
the statement of Delsaux in his treatment of the subject of laryn- 
gostomy, in which, as I have already said, he fearlessly reported a 
mortality of 16.6 per cent. Few of those who have written upon 
the subject of laryngeal cancer have made it possible for us to de- 
rive any idea whatever as to the actual mortality reached in these 
operations, while in the department of suppurative diseases of 
the sinuses, some of the leading men in Europe refuse to state their 
final results. Until we know what are the actual results of these 
operations, it is impossible for them to be accepted by us with full 
confidence. 

The symposium upon sinus diseases at Budapest gave evidence 
of a strong tendency towards a more careful and conservative con- 
sideration of radical methods. Its result will be to recall the at- 
tention of the profession to the value of intra-nasal work. 


i East Thirty-third Street. 


Frontal Sinusitis. F.P.CaLtuoun, Jour. A.M. A., Jan. 22, 1910. 

Dr: Calhoun, Atlanta, Ga., reports a case of traumatic frontal 
sinusitis operated on by removing most of the external wall of the 
sinus and thorough curetting. The wound was packed with iodo- 
form gauze and gradually healed in fourteen weeks’ time. Two 
months later, a long sinus was discovered discharging muco-purulent 
matter. At the suggestion of his colleague, Dr. C. R. Andrews, he 
injected bismuth paste made as follows: Bismuth subnitrate 30 
parts, paraffin (melting point 120) 10 parts, white wax 10 parts, 
petrolatum 50 parts. Two injections, 4 days apart, sufficed to pro- 
duce a cure, and more than a year has now elapsed without dis- 
charge or other inconvenience. The cavity filled almost completely 
and the deformity is practically unnoticeable. He reports the case 
because of the apparent good effects of the bismuth paste in a con- 
dition whch often resists treatment and is followed very frequently 
by deformity. 


A GOUGE FOR THE REMOVAL OF THE BONY MAXILLARY 
RIDGE IN THE SUBMUCOUS SEPTAL OPERATION.* 


BY ALFRED BRAUN, M. D., NEW YORK CITY. 


The most difficult part of the submucous septal operation con- 
sists in the removal of the bony maxillary ridge, especially when 
this ridge, as is very often the case, is very much thickened. 

A large variety of instruments have been devised for this pur- 
pose. The various forms of biting forceps have not proven very 
satisfactory in my hands. The chisel and hammer are more ef- 
fective, but they have several disadvantages. In the first place, it 
is necessary to have an assistant to handle the hammer, as one 
hand is occupied with the speculum, and the other with the chisel. 
In the second place, the hammer gets into the line of vision, so 
that the end of the chisel cannot be seen. in the third place, the 
jarring caused by the hammer is very disagreeable to the patient, 
and is often followed by annoying headache. 


To overcome these objections, I have had made a gouge with a 


very heavy handle, which can be forced through any maxillary 
ridge, no matter how thick, by a slight rotary motion from side 
to side, along with a prying motion. The handle is so heavy that 
it is not necessary to use much force in order to go through the 
bone. The corners of the gouge are protected by blunt projections, 
so that it is impossible to injure the mucous membrane. At the 
same time, the projections give the gouge 2 firm hold on the ridge 
and prevent it from slipping. 

As a result of the curve of the shank of the gouge the hand is 
held above the line of vision, so that the end of the gouge is always 
in view. 

There is much less pain to the patient with this instrument than 
with the chisel and hammer. 

The instrument is made by W. F. Ford & Co., New Yoris. 

156 East Sixth Street. 


*Read at the meeting of the Section on Laryngology, New York Academy 
of Medicine, January 26, 1910. 
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NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Regular Meeting, October 24, 1909. 
Harmon Smita, M. D., Chairman. 


Practical Operation for Frontal Sinusitis—Recovery without De- 
formity—Presentation of Patient. By W.W. Carrer,M.D. 

Mr. Chairman and Gentlemen: My object in bringing this case be- 
fore you is to show that a virulent suppurative disease of long 
standing in a frontal sinus can be cured without the removal of 
the entire anterior wall and obliteration of the sinus, leaving prac- 
tically always a hideous deformity which to the majority is more 
objectionable than the disease, and to some no doubt less desirable 
than death itself. 

This girl, twenty-four years of age, has a good family and per- 
sonal history. She had measles when a child, from which she com- 
pletely recovered. 

Her present illness began about seven years ago. She was seized 
with a violent headache, the pain being chiefly on the left side of 
the head and in the occipital region. She was very ill. When the acute 
symptoms subsided there was an abundant and continuous discharge 
of pus from the left nostril, secretion dropping into the throat 
These symptoms had continued up to the time I saw her. From time 
to time she has suffered many acute attacks similar to the firs. 
At times she has been unable to use her left eve, she says that this 
has been weak ever since she became ill. Patient received no treat- 
ment prior to coming to this country fourteen months ago. She 
was admitted to Dr. Smith's clinic for treatment on September 17, 
1908. Her left eve was congested and the upper lid was swollen; 
there was a red spot over the left cheek. There was considerable 
pain on pressure over the left antrum and frontal sinus. The left 
varis was filled with polypi bathed in foui-smelling pus. The an- 
trum was dark on transiliumination. The X-ray picture, which 1 
am unable to show (as it disappeared from the laboratory) showed 
the frontal sinus, which was quite large, the antrum and the eth- 
moid cells of the left side to be diseased. 
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The antrum was opened through the inferior fossa, the middle 
turbinate was removed and the ethmoid cells were opened. During 
the next four months the nose was irrigated with hot boric acid 
solution several times daily, and three times a week the frontal 
sinus was irrigated by means of a Hartmann’s cannula. In spite of 
this vigorous treatment the patient continued to suffer and the 
discharge of pus remained very great. 


On February 2, 1909, I did the Caldwell-Luc operation. The 
antrum, the remaining ethmoid cells and the sphenoid were found 
full of pus. After this operation the patient was considerably bet- 
ter, but the frontal sinus continued to be a source of great annoy- 
ance in spite of the continued irrigations, and the pus from this 
seemed to keep the whole nasal cavity infected. 


On June 22 I did the following operation: A curvilinear incision 
was made down to the bone from near the outer extremity of the 
eve-brow through its center to the inner extremity. Through the 
incision the periosteum over the sinus was elevated. With chisel 
and rongeur I then made a round opening in the sinus about five- 
eighths of an inch in diameter. The cavity was filled with pus 
and polypoid masses. With a probe I could map out the extent of 
the sinus in every direction and found it to be quite large, reaching 
almost to the external angular process and far back over the or- 
bit. It contained no septa sufficiently complete to obstruct drain- 
ege. Working through this small opening with Coakley’s antrum 
curettes and small aural curettes, I succeeded in scraping the dis- 
eased lining from all the walls of the sinus. I then enlarged the 
naso-frontal duct and packed the cavity with iodoform gauze, pass- 
ing one strand down into the nose. The tissues over the wound 
were then carefully adjusted and the incision closed by a subcu- 
taneous suture. 


The recovery of the patient was uneventful. There has been no 
discharge of pus and the infection is apparently completely eradi- 
cated. Time since the operation, four months. There is no de- 
formity, and only the closest scrutiny will reveal the operated 
side. The patient’s general health has greatly improved and she has 
gained in weight. 


While obviously this simplified operation will not suffice in all 
cases, I am satisfied from my experience in this instance that if it 
is first resorted to in cases of frontal sinus suppuration, that it 
will seldom be necessary to remove the entire anterior wall, which 
is always followed by more or less disfigurement. 
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Dr. McCoy said that Dr. Carter was to be congratulated upon 
the beautiful result obtained in this case. He had summed up the 
situation in his closing remarks. There are some cases that can 
be operated by this method and good results secured, but the ma- 
jority of cases cannot be operated in this way. Any one who does 
much of this work knows that the main thing that is necessary is 
the entire removal of the anterior ethmoidal cells over the orbit. 
and the extreme anterior ethmoidal cells. He had had two cases 
recently, which had previously been operated ayon by other sur- 
geons and a similar method to Dr. Carter's adopted. In one case 
the frontal sinus was cleared out and the fronto-nasal duct wid- 
ened. This case continued suppurating, and the eye was much 
swollen; at the second operation a very foul pus and suppurating 
ceils were found over the orbit, and the extreme anterior eth- 
moidal cells were also affected; when these were cleared out the 
case progressed promptly to recovery. The other similar case was 
operated by another surgeon, and apparently did very well for 
from four to six weeks, and then the patient developed swelling 
high on forehead, the second operation showed very extensive os- 
teomyelitis. The process had penetrated the posterior wall of fron- 
tal sinus, and had formed an epidural abscess, and the bone was 
much necrosed. In this case it seemed that the granulations which 
formed in frontal sinus, were reinfected by the cells left, and the 
process continued as an osteomyelitis and extended to the fore- 
head. While Dr. Carter’s case showed a beautiful result, the im- 
pression should not be conveyed that a majority of cases can be 
operated in this way. 

Dr. Carter said that he had not wished to convey the impressior. 
that a majority of cases, or even many cases, could be operated 
successfully by this method; but if the operation is started by this 
method and the conditions are found favorable for producing a cure 
thereby, let it be carried out. If not, the performance of a more 
radical operation is not precluded. 

Dr. Harris said that the findings he has made in reference to 
the reinfection of the frontal sinus have seemed to show that the 
largest number of cases have followed after just such an operation’ 
as referred to by Dr. Carter. In intent, Dr. Carter seemed to have 
followed the Luc operation. Luc is now abandoning that opera- 
tion on account of a number of reinfections which have occurred 
through the naso-frontal duct. In looking over the statistics of 
fatalities in connection with the frontal sinus operation, he had 
found that the largest number followed a second operation, where 
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the original operation was incomplete, such as Dr. Carter had made. 
Therefore, one should be careful about saying that it is a simple 
thing to do this method, and then later, if necessary, proceed to do 
the more radical one. “There is great danger of just such rein- 
fection, and when a second operation is required there is a much 
more serious condition to face. 

Dr. Carter said that Dr. Harris had not caught his meaning. 
He had distinctly said that the performance of the more radical 
eperation at the time was not precluded by this operation. When 
the initial incision is made into the frontal sinus, and by the use 
of the probe, inspection, and the usual means for finding out the 
extent of the frontal sinus and the extent of the disease, it is found 
that the condition is unfavorable for the simplified operation; at 
that time the more radical operation should be done. He had no 
intention whatever of recommending that this operation should be 
done as the first operation, and then returning and doing a second 
operation later. He was fully aware of the undesirability of sec- 
ondary operations on the frontal sinus. 


Vocal Nodules. By G. H. Cocks, M. D. 

I have brought this patient here to show the results of the re- 
moval of vocal nodules by the electric cautery, and because in this 
case, abuse of the voice cannot be the only etiological factor, the 
patient not being a singer. 

She is nineteen years old, single and in good general health. She 
works in a button factory where the hours are long—8 a. m. to 6 
p.m. No other illness except occasional headaches, until she lost 
her voice. 

I first saw her on June 23, 1909, in Dr. Chappell’s clinic at the 
Manhattan Eye, Ear and Throat Hospital. She gave the history 
of becoming suddenly hoarse one year ago when she caught cold. 
Since then she has suffered continuously from aphonia, which was 
worse on damp days. On the occasions when I saw her ir the 
clinic it was practically impossible for her to speak above a whisper. 
There was no pain and no cough. 

On examination, I found hypertrophied tonsils and pharyngeal 
adenoids, also hypertrophy of the lingual tonsil. There was con- 
siderable mucus in the post-nasal space. On the vocal cords, at 
the junction of the anterior and middle thirds were two symmet- 
rically placed nodules, which are well shown in the picture by Dr. 
A, Braun. That of the left side was slightly the larger of the two. 
The cords themselves were not inflamed. 
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The first step in treatment was the removal of the adenoid, ton- 
sils and hypertrophied portions of the lingual tonsil. It was then 
suggested to put the voice absolutely at rest, but this was impos- 
sible, owing to inability to give up work. 

At the patient's earnest request, I, therefore, cauterized the 
right nodule with the electric cautery point two months ago (Au- 
gust 25, 1909), and one week later burned the nodule of the op- 
posite side. On each occasion there was considerable pain and re- 
action for three or four days. Three weeks later the voice was 
greatly improved, and now, after nearly seven weeks, she consid- 
ers it practically normal. Since the cauterization, she has gone 
right on using her voice for ordinary purposes of conversation. 
The nodules have completely disappeared. 

Surely this case shows there is some causative factor in the pro- 
duction of singer's nodules other than false technique and abuse 
ot the voice. It seems to me that the constant dropping of mucus 
and other secretions from the faucial tonsils and naso-pharynx 
into the larynx had something to do with the causation of these 
nodules. Now that this source of irritation is removed, | trust 
there will be no recurrence. 

DISCUSSION, 

Dr. Harris said that he thought Dr. Frank Miller's observa- 
tions on the subject of vocal nodules should be recorded here. He 
has stated that in his judgment the vocal nodules are often de- 
pendent upon a disease of the faucial tonsil, and claims that by re- 
moving the faucial tonsil the vocal nodules can be cured. Dr. Har- 
ris congratulated Dr. Cocks on the brilliant result he had obtained 
in the treatment of his case. In most hands, however, the galvano 
cautery is a very dangerous instrument, and can do harm as well as 
good. What had been done in clearing out the naso-pharyngeal 
wall would count more than anything else in clearing up the con- 
dition in the larynx. 

Dr. Simpson said that he had been much interested in the case 
and in the result of the treatment. We are a little lax in our use 
of the term ‘‘vocal nodule,” and use it for a variety of things, and 
sometimes it is wrongly applied, though not necessarily so in this 
case. The choice of treatment in the so-called vocal nodule should 
depend upon the type of the tumor, its density, etc. Without doubt 
it could be removed easily by laryngeal forceps as well as by the 
cautery, perhaps with less reaction, as it seemed to be easily ac- 
cessible. The point he wished to emphasize, however, was the 
need of care in the use of the term “vocal nodule.” Some of these 
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conditions go away without any treatment at all. The term should 
be carefully defined before using it. 

Dr. Cocks said that this heroic form of treatment was under- 
taken because the patient was too poor to give up work and allow 
more conservative measures to be tried first. 


Tumor of the Larynx. By S. W. Tuurser, M. D. 

Two cases of what one might call intra-mural laryngeal growths 
have recently come under my observation at Vanderbilt Clinic. 
This patient is a native of Poland and is fifty-nine years old. For 
three months he has been troubled with pain, especially on swallow- 
ing fluids, but he has been hoarse seven months. He has had a 
cough with scanty expectoration. He gives a history of having 
taken large doses of potassium iodide with no benefit; there are 
no tubercular bacilli in his sputum and Van Pirque’s test is nega- 
tive. He presents a paralysis of the right vocal cord, with a mass 
apparently infiltrating the right lateral wall of the larynx, which 
bulges inward as a whole, giving no projections that could be taken 
off for examination. Now the infiltration is showing about the 
base of the epiglottis and the difficulty in swallowing fluids is prob- 
ably due to this upward extension. There is a rather indefinite in- 
filtration of the submaxillary glands of the right side. 

The other case presented an intra-mural laryngeal growth ap- 
parently involving the esophagus first and the pain on swallowing 
came on several months before there was any laryngeal paralysis, 
which was on the left side in this case. 

These two cases represent what I have called intra-mural 
growths, which, when seen, were so diffuse that they presented no 
intra-laryngeal appearances other than a bulging in of the lateral 
walls associated with paralysis of the corresponding cord. 

They come under observation at a time when the glandular in- 
volvement has advanced and their general condition is so poor that 
an operation for the removal of these evidently malignant growths 
has a bad outlook. 

Dr. MAYER inquired whether the patient had received any in- 
jections of tuberculin; to which Dr. THurBer replied that Van 
Pirquet’s test had been done on this patient with negative re- 
sults. 


Piece of Chicken Bone Removed from Larynx of Fourteen-year- 
old Colored Boy. By Linn Emerson, M. D. 

The specimen here shown is a thin plate of bone from the breast 

bone of a chicken. It is the size and shape of an equilateral triangle 
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with sides two cm. in length. The patient, a fourteen-year-old 
colored boy, appeared at my clinic at the Orange Memorial Hos- 
pital, stating that he had “swallowed a chicken bone” about thirty 
minutes before coming under observation. 

Inspection with the laryngeal mirror showed the plate of bone 
wedged in the upper part of the larynx antero-posteriorly, with 
one of its apices down between the chords, with its plane surface 
parallel to the chords. Little interference with respiration or 
phonation was present. With the left index finger the epiglottis 
was hooked forward and the finger on the upper edge of the bone 
served as a guide for the forceps. No difficulty was experienced 
in seizing the bone, but great force was necessary to dislodge it; 
four trials were made before it was finally extracted. Profuse 
vomiting compelled me to desist at the earlier efforts, and at the 
fourth trial, when the bone came out, a large shred of mucous 
tuembrane was adherent to one of the sharp upper corners. After 
twenty-four hours, the patient’s larynx appeared normal, and he 
had suffered no further discomfort as the result of his disagreeable 
experience. 


Toy Whistle Removed from Esophagus of a Child by Direct 
Esophagoscopy. By W. F. Cuapre ct, M. D. 

The case was admitted to the hospital on October 6. The va- 
tient was a boy, four years of age, with a history of having swai- 
lowed the whistle the day before. The local doctor had located 
the whistle with the fluoroscope, and sent the child to the hospital. 
The hospital staff at first thought that the whistle had passed into 
the stomach. Bread and milk was swallowed easily, but a little 
later this picture was taken (plate passed around) showing the 
whistle. It showed very well at the sternal notch, and proved to 
be an ordinary whistle. Under chloroform and with Dr. Smith’s 
assistance the whistle was removed. At the hospital they had only 
the Jackson tubes, and no short tubes for children. A short bron- 
chiai tube was first used, which got down to the whistle, but it 


was so small that the hook could not be placed in the center, and 


could not get it up. Later a larger tube was tried, which did not 
get into the esophagus. Then the adult esophagus tube was used 
and readily reached the whistle, and it was removed. Dr. Chap- 
pell said that he himself had never used the tube in the esophagus 
before, and was surprised to find that it was a very easy matter, 
compared with using it in the trachea or bronchii. He believed 
that every hospital should be equipped with these tubes. Most of 
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the tubes that he has seen are the long ones, while the cases that 
come to the hospital are children. The Killian tubes can be 
lengthened, which is an advantage. In Jackson’s set the tubes are 
very long. It was very easy to get at the whistle when the tube 
was in position. 

Dr. McCoy said that some time ago he had a case where a child 
had been intubated and wore a tracheotomy tube for nine months. 
A laryngostomy was performed on the child, but before doing so an 
attempt was made to determine the condition of the trachea and eso- 
phagus, as when the child tried to swallow water it would shoot the 
water forward into the tracheal wound. The idea was to determine 
whether there was a fistula, and if so, where. The method adopted 
was to use Dr. Mosher’s speculum, placing the child on its side; it 
was then easy to lift the larvnx out of the way and look down into 
the esophagus. Then a short bronchial tube was passed down, and 
it was found that the youngster had a tracheo-esophageal fistula. 

Dr. Harris said that he would like to speak a few words on the 
advantages of the direct method for the removal of foreign bodies 
in the larynx A little boy had been sent to him from Yonkers with 
a bone in his larynx, which had been there for four days. The child 
had a great deal of dyspnea, but he was not sent to the hospital for 
another twenty-four hours. It was a very simple procedure to 
remove the foreign body under general anesthesia with the Jack- 
son tube and spatula. In another case he had a very good result 
also. It is very much easier than the indirect method, and he recom- 
mended it to those who had not yet taken it up. 

Dr. LepERMAN, referring to Dr. Harris’ remarks, said that while 
the method was a very desirable one in suitable patients, yet there 
were cases where the indirect method was to be preferred. He re- 
called the case of an adult with a papilloma of the vocal cord. The 
man had a small oral opening, owing to anchylosis of the jaw. and 
was unable to open his mouth wide. The Jackson speculum was 
tried, and although the arytenoids could be seen it was impossible 
to place the instrument so as to get a view of the anterior 
portion of the larynx. The growth was situated on the anter- 
ior third of the left cord, and could not be seen by direct inspection. 
Later, he succeeded in removing the growth by the indirect method. 

Dr. Mayer said that Dr. Chappell was to be congratulated on his 
success in removing the foreign body. None of the instruments 
made for extraction through the tubes are powerful enough to re- 
move the impacted bone. He had to use powerful forceps and to use 
his fingers also before he succeeded in getting the bone. Some 
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time ago the speaker had been asked to see a young man who had 
swallowed a pin, which lodged in the esophageal entrance. The tube 
went down to the pin,—he could feel and see it. He even grasped 
the pin, but finally had to desist, breaking one instrument; the sur- 
geon made an external opening and removed the pin. It was im- 
bedded and lay crosswise, and nothing that he could have done 
would have removed it. There are limitations to the use of the 
ordinary bronchoscopic instruments in removing foreign bodies. 

Some time previously he had showed before the Section a five-cent 
piece which had been lodged as this one was, in the esophagus, 
which was also readily removed. 

Dr. Smytu said that he had seen the case shortly after the whistle 
had been swallowed, and had had it located with the fluoroscope. 
in endeavoring to remove it, however, he had made the mistake of 
making the attempt in his office with insufficient assistance, and 
was unsuccessful. There had seemed to be an obstruction in the 
esophagus in the vicinity of the whistle, which even flexible instru- 
ments failed to pass. 

Dr. Swain said that his interest had been attracted by the title 
of Dr. Chappell’s case, for he himself had recently tried to remove 
a whistle from the esophagus by the direct method, but only suc- 
ceeded in dislodging it, and it came through the rectum a few days 
later. It is well to emphasize that efforts will have to be made by 
the older methods, as Dr. Maver has suggested, but it would be bet- 
ter to employ these after the newer methods fail, judging from his 
own experience. The doctor who first saw the boy of five years of 
age, located the whistle in the same place as did Dr. Chappell. With 
a pair of long forceps he tried to grasp the whistle, but after sev- 
eral unsuccessful attempts, felt it wise to desist. 

At the operation he found the posterior wall of the esophagus 
somewhat swollen above the whistle so that its upper border lay 
in the hollow thus made. It was thus possible to pass either the 
tube or, as happened in former years, directly probe past the for- 
eign body without dislodging it. 

There is no great difficulty in getting the tube in when the head is 
hanging over the table, and with the anesthetic, and with cocain and 
suprarenal to shrink and bleach the tissues. In this case the anes- 
thetic was so badly taken that he removed the tube twice before he 
got a good view of the whistle. He tried to use the hook, but failed 
to extract the object. Then he took the Jackson forceps, and this 
time he got hold of the whistle, but as he attempted to draw it out 
it eluded his grasp. 
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The fourth time the whistle was not there. He went down a good 
way into the esophagus which was in the usual-flabby condition in 
the lower portion. From an inch below where Dr. Chappell’s photo- 
graph showed the whistle in the esophagus one could see straight 
to the diaphragm, and there was no whistle in sight. As they had 
been working some time then, and as the esophagus had from the 
beginning been inclined to bleed, the patient was allowed to come 
out from the influence of the anesthetic. The next morning a pic- 
ture was taken, and the whistle was found to be in the stomach, 
and later it passed out. Such histories have been reported many 
times. Regarding Dr. Mayer’s remarks about foreign bodies which 
are impacted so as to be particularly hard to get out, he remarked 
that he had at one time removed a set of false teeth, from below 
where this whistle had lodged. It was a full width plate, with three 
teeth in front and one on either side. He did not see how it could 
have gotten so far down, but it was there undoubtedly. He had 
been roused in the night by a physician who brought the patient. in. 
He went down with the tube, and at the first attempt he got the 
teeth and got them out. It was a revelation to him that the Jackson 
forceps were so strong. He pulled hard, and must have torn the 
esophagus in getting out the plate, but by working back and forth he 
succeeded, There was subsequently no oozing of blood or any other 
discomfort. 

Dr. Mayer said that he had referred to the larynx. 

Dr. Swain replied that he had had an experience in the larynx, 
and had removed a quadrangular piece of tin which he had showed 
at the meeting of the American Laryngological Association. It had 
been sucked down below the vocal cords and was impacted diagon- 
ally in the larynx in such a manner that each corner was impacted, 
either under a vocal chord or in the commissures. In this case also 
the forceps held and he removed the foreign body. 

Perhaps those who were working with the Kirstein headlight 
would be interested in an experience he had had. It was warm 
weather, temperature 96° and in the operating-room it was 98°. An 
infant had been brought in with a penny in its throat. As he had 
previously thought of the Kirstein headlight, it had never occurred 
to him that there could be any trouble with it. He started in with 
the child under an anesthetic, and everything ready for the usual 
operation, but upon putting the tube in he received a shock in the 
back of his neck, and upon trying to see what was the matter, he got 
another shock, and out went the light. He was so wet with per- 
spiration that he had dampened the cord and had thus burned out 


age 
2 
a 
a 


SOCIETY PROCEEDINGS, 483 


his light. As the infant was on the table, and the coin still in its 
throat, it was necessary to act quickly, so instead of doing the 
modern operation, he removed the coin with an old-fashioned coin 
catcher. All conducting cords are now covered with rubber. 

Killian’s tube has this advantage over the older Jackson’s,—it is 
tapering, and you are able to put an inner tube through the first 
when you wish to elongate it. You can do most of the esophageal 
work with the tubes as they come, without having to pass the second 
one, and in that way the shorter tube is more easily manipulated 
than the longer Jackson tube. This work is new, and the experience 
of each is valuable to the others. In laryngeal cases where one 
cannot get at the anterior commissure in a jaw that opens only par- 
tially—by operating with the patient on the side, one can occasional- 
iy see into a iarynx better than if the patient were in the upright 
position or lying dorsally on the table. You can sometimes get at 
the anterior commissure better even in cases when there is no diffi- 
culty with the jaws. 


Dr. Mayer said that the accident that had happened to Dr. Swain 
had also happened to him, but has not occurred since he has 
procured the Kahler handlight. It is, perhaps, better than the 
Bruening, for one can work in a straight line without losing the 
light. It gives the illumination just as well as the head light, and 
with less difficulty, and he prefers it to the head light. 


Dr. Swain said that the Freeman light which he had recently 
obtained heats up scarcely at all. It gives a brilliant light, works 
almost as well as the Kirstein light, and heats so much less that it 
is a great help. 


Dr. EMERSON said that he considered himself very fortunate in 
getting the boy as early after the accident as he did. No doubt if 
the foreign body had remained in some time there would have been 
swelling and there would have been more difficulty in removing it. 
When he inspected it with the mirror it looked like a very simple 
problem, and when he finally got it out he had to remove his left 
hand from the epiglottis and take hold of the neck of the angular 
forceps with his other hand. It was a very difficult matter, and it 
seemed as if they were tearing the larynx right out of the throat. 
The accident occurred at the close of a full meal, and the patient 
vomited, which made it a very disagreeable procedure. Once he 
had to let go for fear of doing some damage, for it seemed as though 
he was almost pulling the larynx out. He did not believe that any- 
thing but the heavy angular forceps would have accomplished the 
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purpose,—the lighter forceps would not have held the bone or 
brought it out. As it was, he had to use a tremendous amount of 
force. 


Dr. CHAPPELL said that it was most important in these cases to 
have a competent anesthetist. Many fail in the operation on account 
of not having the anesthesia given properly. In a case where the 
laryngeal growth is in the anterior commissure, there can ke no ad- 
vantage in using the tube. A competent man with a wire snare can 
remove such growths without any trouble, in fact, for growths on 
the vocal cords in an adult there is no advantage in using the tube. 
Many men are losing their technique in taking off growths from 
the vocal cords by using the tubes. 


Demonstration of New Spray Tube for Direct Bronchoscopy. 
By Joun McCoy, M. D. 

This is a spray tube for cocaine and adrenalin. It has a very 
long spraying tip so that it can be carried down into a bronschoscope 
and spray the field to be operated. It is much better than the old 
method of applicators as by their traumatism they make the patient 
cough violently. J have found it extremely useful. 


New Cutting Forceps for Direct Laryngoscopy. By JouN 
McCoy, M. D. 

This instrument is a forceps which was devised for the purpose 
of getting at firm infiltrations in the larynx. It has a scalpel point 
which pierces the infiltration and the cutting part, for the removal 
of a section or the oblation of the growth, comes after. 


Dr. Mayer said that the question of priority was an interesting 
one, and that he thought the instrument should be known as Mc- 
Coy’s spray instead of Kahler’s, if the former first presented it. 
Great minds often run in the same channel, and it is probable that 
both of these instruments were worked out independently at the 
same time, but the resemblance was remarkable. If vou put the two 
instruments together, except for a slight difference in the rubber, 
you will note their similarity to each other. 

sronchoscopy is not so difficult as many think. As the Chairman 
had said, we frequently lose the sense of perspective, but the time 
will probably come when every laryngologist will be able to work 
by this method as easily as by the older one. 


Dr. THURBER said that he had been using Dr. McCoy’s instru- 
ment for a year, with very good results. 
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NEW YORK ACADEMY OF MEDICINE. 
Regular Meeting, November 24, 1909. 
A Case of Squamous-Celled Epithelioma of the Antrum of High- 
more. By A. P. Votstawsky, M. D., and A. Braun, M. D, 
Published in full in the February issue of Tue LaryNGoscope. 
DISCUSSION. 

Dr. Harris said that he would like to put on record a case that 
occurred in the service of a colleague at the Manhattan Eye, Eat 
and Throat Hospital, in a man equally youn. After a very care 
ful examination, including a skiagraph, pus was found in the 
frontal sinus. A Killian cperation was done, and it was supposed 
there would be an uneventful recovery, but the patient began to 
develop exophthalmos. He had a pronounced bulging of the right 
eye, with fever and pain. The eye men were called in consultation 
and it was thought that there was infection of the orbit. Incisions 
were made below the orbit. Dr. Coffin saw the case, and opened 
the sinus, doing a very complete secondary operation, and it was 
hoped that that completed the work. Instead of that, there was 
no improvement ; accordingly a section was removed, and a malign 
ant neoplasm of the orbit was discovered, presumably from the 
frontal sinus, extending up into the forehead on the right side 
There was nothing further to be done, and the patient disappeared 
from observation. He is probably dead by this time. Here are 
two cases of malignancy in young men where the disease was not 
recognized prior to operation. 

Dr. VotsLawsky, replying first to a query from Dr. Freudenthai 
as to the condition of the right antrum, said that the right antrum 
was negative. In reference to the patient of whom Dr. Harris had 
spoken, and whom he supposed to be dead,—it so happened that he 
himself had that day seen the man, who said that he had fallen 
into the hands of a cancer specialist, and that he was getting well 
The man stated that the specialist was doing fine work on, him, and 
boasted of how strong he was. He also said that the specialist had 
removed two cancers that day. 

Dr. Voislawsky also confirmed what Dr. Smith had said. They 
did not wish to operate upon the patient at the Manhattan, but had 
turned him over to a man who was doing a good deal of that kind 
of work. 


A Case of Rhinoscleroma. By A. Braun, M.D, 
Published in full in the February issue of Tue LaryNcoscore. 
DISCUSSION, 
Dr. FREUDENTHAL said that the case interested him greatly from 
the diagnostic point of view. He doubted if the patient were ew 
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amined carefully by anyone present, whether the diagnosis of 
rhinoscleroma would be reached clinically, i. e., without a bacteri- 
ological examination. When the patient had come to him first from. 
Dr. Braun the diagnosis of sarcoma had been given him. It looked 
like sarcoma, but it was not typical, and he gave the patient radium 
treatment, but that was not very satisfactory, for he himself soon 
after left for Europe. The picture now on the floor of the nose is 
a very soft tissue, and the septum is soft too. That speaks against 
rhinoscleroma, where all the tissues are hard like ivory. The man’s 
septum is as soft as any normal septum, and the granulomatous 
tissue on the floor does not present the picture of rhinoscleroma; 
though on the outside, the enlargement of the wall of the nose 
looks somewhat like rhinoscleroma. After having examined him 
several times, however, he did not feel that he could speak positively 
on this point. When Dr. Wright called him up and informed him 
that it was rhinoscleroma, he was very much surprised, and natur- 
ally considered the case a very unusual one. 


Dr. GuNTzER said that it was a very difficult matter to make a 
clinical diagnosis of rhinoscleroma—the phases of the disease vary 
much according to the stage of the disease. The chief way to make 
the diagnosis is histologically, and even that varies considerably 
according to the tissue removed. The tissues that Dr. Braun re- 
moved, compared with a specimen on hand resembled it very much, 
but he was not sure of finding the bacilli in the vacuolar Mikulicz 
cells. Dr. Braun says that the case is of only three years’ duration. 
The nasal deformity seems to be a very late manifestation, and the 
men who have had much experience know that it is a very slow and 
insidious disease. He himself was inclined to the belief that the 
patient had had the disease for a great many years. Referring to 
the case that Dr. Abraham had presented with atresia of the 
pharynx and polypoid masses in the nose—he had not heard whether 
or not a histological examination had been made, but it would be 
well‘to have one. There have been several cases reported abroad 
where the rhinoscleroma made its first appearance in the form of 
polypoid masses in the nose. 


A Case of Complete Atresia of the Naso-Pharynx. By J. H. 
ABRAHAM, M. D. 

Dr. ABRAHAM apologized for not being able to present a detailed 
history of the case. A year ago he had presented to the Section a 
beautiful painting showing the condition at that time. The patient 
consulted him first about two years ago, with symptoms of an 
ulcerated tumor which showed a condition similar to gumma. She 
was given iodides, with marked improvement, and later she was 
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advised to enter the hospital for operation, which she refused to 
do. She has not been since until now, when she presents herself 
again, with good results from the iodide but suffering from com- 
plete atresia. Only the smallest probe can be passed from the naso- 
pharynx to the pharynx. She also has nasal polypi. She has now 
consented to an operation on account of interference with her 
hearing. 
DISCUSSION, 

Dr. Simpson inquired about the character of the patient’s voice, 
and she spoke a sentence. 

Dr. ABRAHAM said that the woman had been married twenty 
years, and gives a history of this involvement of her nose and 
pharynx after marriage. The case is undoubtedly syphilitic. 

Dr. Stmpson said that the condition of the naso-pharynx at pres- 
ent was very interesting. The mass on the left side has evidently 
been there for some time, and completely encloses everything in 
the neighborhood of the left Eustachian tube, which ordinarily 
would have some bearing on the question of hearing. The man, 
however, says his hearing is absolutely good and that he has no 
trouble with his ear whatever. 

Dr. Srupson said that he had seen a number of such cases of 
absolute adhesion, and a remarkable thing was that they show such 
slight change in the voice and an absence of nasal quality. It is 
rather difficult to account for this. You cannot tell from the pa- 
tient’s voice that there is any trouble with the soft palate. 

Dr. Berens said that the woman’s voice appeared to him to be 
peculiarly lacking in tone. He thought she had a peculiarly nasal 
voice, and he would suspect at once that she had something the 
matter with her naso-pharynx. 

Dr. Simpson said that he thought that was the woman’s natural 
voice, but to this Dr. Berens could not agree. 

Dr. GLEITSMAN said that the question of the nasal voice was very 
interesting, but what was of more importance was how the patient 
could be cured. Many propositions have been made for such cases, 
but to his knowledge no method had proved satisfactory where the 
adhesions involved the larger part of the soft palate and the pos- 
terior pharyngeal wall. He would like to know what Dr. Abraham 
proposed to do with the patient. In only one case had he himself 
been able to keep the adhesions apart by the use of two instruments, 
manufactured by Tiemann & Co. With a long-bladed knife the 
small perforation was entered and cut toward both sides, and then 
every day a pair of forceps was used to prevent the adhesions from 
again forming. At the same time a preparation must be used for 
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the same purpose again, and for this monochloracetic acid is prob- 
ably to be preferred. 

Dr. Apranam said, referring to the voice of the patient, that he 
did not think the small opening between the lower pharynx and 
the naso-pharynx should enter into the discussion at all, for only 
the smallest probe could be passed. As for the diagnosis, he could 
not now say whether at the first examination a specimen had been 
removed for pathological examination. The case is so typically 
syphilitic, and reacted so thoroughly that he did not then think of 
rhinoscleroma. 

Dr. GLEITSMAN had inquired about the operation. The main 
reason he had presented the patient this evening was to obtain some 
ideas. He fully appreciated the various methods which have been 
employed in such cases, but it was his idea to perform some sort 
of flap operation, making as wide an incision as possible, and then 
to dissect the membrane from below up from the post-pharyngeal 
wall, and retract that over and above the uvula and soft palate, 
and then, if possible, either to suture or pack in gauze packing, and 
then retract through the nose and mouth by pulling the soft palate 
forward. 

Dr. ABRAHAM said that he would present the case again later if 
the patient would consent. 

Dr. Harris recalled an operation described by Dr. J. E. H. 
Nichols, the details of which he could not at the moment give, but 
which he had successfully performed in one or two cases: It con- 
sists in introducing a number of black silk sutures and allowing 
them to remain in situ long enough to do the cutting and healing at 
the same time. Dr. Nichols reported a series of cases in which he 
had excellent results, and Dr. Abraham might take this operation 
into consideration. It is much safer and simpler than the operation 
he had suggested. 

Dr. Berens said that he had not understood that Dr. Abrahan: 
presented his case for an opinion as to operative procedures, or he 
would have called attention to the operation devised by the late Dr. 
Nichols. Dr. Nichols described his operation in his thesis for the 
American Laryngologica! Association a number of years ago. This 
operation is similar to the web-foot operation. It consists in car- 
rying a heavy seton of plaited silk through the velum at its attach- 
ment to the pharyngeal wall, the seton including on each side about 
half of the velum. The needle is passed up in about the median 
line and brought down immediately behind the posterior pillar. The 
seton is then tied loosely and carried for many weeks by the pa- 
tient, the object being to establish the fistula. Finally a knife is 
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inserted through this fistula and the velum is cut free from the pos- 
terior pharyngeal wall. The trap of the fistula prevents the re- 
currence of the attachment. Dr. Nichols had much success from 
this operation, and the speaker also had several successful results. 
Dr. Berens is inclined to doubt the advisability of Dr. Abraham’s 
contemplated operative procedure because of the probable thick- 
ness of the attachment of the velum to the pharyngeal wall. 

Dr. ABRAHAM said that he was sorry that he had not mentioned 
at first that Dr. Delavan had suggested Dr. Nichols’ operation 
several davs. before. As Dr. Berens had said, however, it was an 
cperation that requires four months or so, and is very disagreeable 
and somewhat painful to the patient during the after-treatment. 
Referring to the remarks en adhesions, he said that he had passed 
probes through the nose and could follow the outline of the adhe- 
sicns, and that that had helped him to plan the operation. Of 
course these things are sometimes very deceptive, but he felt that 
if he could dissect a sufficient amount of tissue and then retract 
by passing bands of gauze through the nostrils and tie the palate 
forward so that it could be held there for four or five days, it 
would be better than the Nichols operation, 


Cordectomy for Bilateral Paralysis of the Cords. By J. W. 
GLEITSMANN, M. D. 
Published in full in this issue ef THE LaryNcoscopr, page 451. 
DISCUSSION, 

Dr. CHAPPELL said that some time before he and Dr. Smith had 
removed the vocal cords with special instruments. A transverse in- 
cision of both cords was made in the center, a ring knife about 
three-quarters of an inch in diameter was passed in, and the an- 
terior haif of the cord was removed, and then the posterior. Ata 
later operation the other cord was cut transversely, a corner of the 
cord was removed, and the man had good breathing. He thought 
Dr. Smith had reported the case, but was net certain. The man 
never wore a tube. 


A Resume of the Important Subjects Discussed at the Meeting of 
the Laryngological Section of the British Medical Associa- 
tion at Belfast and the Sixteenth International Medical 
Congress at Budapest. By D. B. DeLavan. M. D, 

Published in full in this issue of THE LaryNncoscorr, page 460. 
DISCUSSION. 
Dr. CHAPPELL said he wished to express his thanks to Dr. Dela- 
van for presenting his gleanings from Belfast and Budapest. He 
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had read a paper on laryngeal cancer at Atlantic City last June and 
had very little to add. The only point he wanted to bring up this 
evening was the question of the diagnosis in cancer of the larynx. 
If a patient has a tumor of the larynx how are we to decide its na- 
ture? He has very little trouble in planning out the treatment to 
be pursued, but the diagnosis always gives him trouble. He was 
surprised that Dr. Semon seemed to be so optimistic in this matter. 
It is one of the most difficult questions we have to encounter. Of 
course, in advanced cases, with the full history, it is not difficult ; 
but it is in the early cases where it is important that an early diag- 
nosis be made. Of course, a simple tumor can easily be diagnosed, 
but it is in cases of thickenings in the larynx where he encounters 
difficulty. A thickening of the anterior part above the cord does 
not give him much anxiety, but a thickening of the bands of the 
vocal cord of the posterior commissure, or of the cartilages may be 
serious. Most of us see many cases of this kind, and are familiar 
with a class of cases where up to a certain point the patient is per- 
fectly well, when suddenly a hoarseness develops, and on consulting 
the doctor an infiltration is found in some part of the larynx. There 
is no history of syphilis. You go over the case carefully, and al- 
though the patient is quite truthful the infiltration turns out to be 
syphilis. You send a small piece to the pathologist, and it turns 
out to be cancer. In another case the thickening turns out to be 
tubercular. It is the diagnosis that is difficult to make. If we 
could only do something to forward our knowledge in the diagnosis 
of tumors of the larynx, we would be adding much to our effi- 
ciency. 

A few years ago muck time was devoted to laryngeal cancer wit): 
excellent results as to the treatment. Lately we have been devoting 
more time to the sinuses. He hoped that soon the subject of laryn- 
geal tumors would be taken up. The Section might accomplish a 
great deal if a committee of two or three members were appointed 
who would agree to see all the cases of laryngeal tumor occurring 
in the various clinics of the members, and once a year report their 
observations and the results. They probably would see the cases 
two or three times, and in that way much would be added to the 
knowledge of diagnosis, and very much to the credit of the Section. 


Dr. GLEITSMANN said to Dr. Delavan’s description of the Rogers 
method of cicatricial dilatation that he was unable to add anything 
new. But aside from Dr. Rogers’ skill, he had seen such an ex- 
ample of his kindness and devotion to his patients, that he felt the 
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members would like, to know of it. He saw these qualities dis- 
played toward a little puny girl five or six years of age who had 
cicatricial stenosis and was fcr several years in different hospitals, 
and who finally came to the German Hospital, where every effort 
was made to relieve her, but without success. On meeting Dr. 
Rogers one day he spoke to him about her. Dr. Rogers took her to 
his hospital and treated her for several months, but was not able 
to relieve her, and finally she was lost sight of. That was a great 
act of kindness on Dr. Rogers’ part, for which he wished to give 
him credit. 

We have now two established methods for the treatment of 
chronic cicatricial stenosis of the larynx, the Rogers’ method and the 
newer method of larvngostomy, and a few indications when to apply 
one method and when the other, might not be amiss. It was not 
Sargnon nor Killian who made the first laryngostomy, but Glick. 
He published a short article in the first volume of the Zeitschrift 
fur Laryngologie in 1909, in which he claimed to have been the 
first to make laryngo-tracheotomies eleven years previously, and 
expressed his surprise that Sargnon never mentioned his work. 
But Sargnon and his followers must be credited with having drawn 
widespread attention to the operation, and to have minutely de- 
scribed the manner of operating. In his last bibliography are 
eighteen publications in which his name appears, either alone or 
conjointly with others. In one of his last articles he mentions 
Killian as being the first to give “‘one of us” (Sargnon’s words) 
the outline for operative proceedings. The priority of laryngostomy 
for recurring laryngeal papillomata he conceded to the Italian 
school. Dr. Gleitsman asked Killian how it is that Sargnon al- 
ways mentions his name, and yet he had not been able to find a 
publication of his in which he had made a laryngostomy. He re- 
plied that he had never published it. 

A detailed description of the operation is scarcely within the 
.scope of these remarks, especially as an excellent article recently 
appeared in THe Laryncoscopr for September, written by 
Chevalier Jackson, which is probably known to all of you. 

In spite of his zeal to popularize laryngostomy Sargnon is not 
biased enough to recommend it for all cases of laryngeal stenosis, 
and states in his paper read before the Belgian Oto-Laryngological 
Society, 1908, the affections in which “internal dilatation,” as he 
names the Roger method, should be practiced. Among other func- 
tional! stenosis he enumerates tracheal spurs, deviations of the 
laryngo-tracheal axis, ankylosis, chronic edema—all amenable to 
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internal dilation with caoutchuc bougies. He counsels laryngos- 
tomy in firm cicatricial stenosis, impermeable for the catheter or 
bougie, the serious stenoses from traumatism, burrs, syphilis, 
scleroma, etc., and believes it to be also in place to prevent a 
stenosis from assuming a serious aspect. 

In Dr. Gleitsman’s opinion the indications for internal and ex- 
ternal dilatation are not yet finally settled, but will clarify in time 
the more frequently and earnestly we take them under considera- 
tion in each given case. 

Dr. Harris suggested that Dr. Chappell’s proposition be referred 
to a business meeting, and moved that such a committee be ap- 
pointed. 

A motion was made to carry over Dr. Chappeli’s proposition to 
the next meeting of the Section. 

Dr. Stmpson said that in view of the fact that Dr. Delavan’s 
paper was of an unusual nature, he felt that the Section was under 
more than ordinary obligation to him, and he moved that a vote 
of thanks be extended to him for his pains in presenting the paper. 

Seconded and carried. 

Dr. McCoy said that in obstructive stenosis of the larynx we 
have a choice between these two methods, intubation and laryngos- 
tomy. Dr. Delavan has shown that intubation has given excellent 
results, but Dr. McCoy had seen cases in which intubation could 
not have accomplished satisfactory results. He recalled the case 
of a child about two years of age who contracted diphtheria and 
wore an intubation tube for four weeks and a tracheal cannula for 
nine months. When he saw the child it was hardly possible to get 
a nasal applicator through the larynx, so great was the stenosis, 
and any attempt to push through an intubation tube would have 
tesulted in harm. ‘The child’s trachea was really divided almost in 
two from wearing the tube, so that the lower end tended to slide 
from the upper. This case could not have been treated by intuba- 
tion. On the other hand, he has a case in the clinic, a little girl, who 
has been treated on two occasions by direct laryngostomy. Sec- 
tions have been removed from the larynx, and both proved to be 
chronic inflammatory tissue, so that the child has a chronic hyper- 
trophic laryngitis, and the result of the removal of the sections has 
been to produce scar tissue. The disease is steadily progressing and 
eventually she will need intubation. 

On the question of the sinuses he agreed with Dr. Coakley, ab- 
solutely, and especially in regard to the personal equation. It is 
liffcult for a number of men to agree on any given point. Each 
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must follow his own ideas. He suggested a thought in these 
operations on the sinuses complicated by epidural abscess, that 
where a section of bone has been removed the operation is prac- 
tically a decompression operation, and disguises the symptoms of ab- 
scess in the brain for a certain length of time—in fact so long 
that when the abscess is reached it is found to be very extensive. 
This is a point to be thought of where we practically do a decom- 
pression, and therefore the slightest symptom of brain abscess 
should be most carefully considered, and the brain entered as soon 
as possible. 


Dr. DeLavan thanked the Section for its vote of thanks. He had 
suggested a wide range of subjects discussed at two important 
meetings, the matter of which would soon be accessible in the pub- 
lisied transactions. The three topics presented in particular seemed 
to possess especial interest for those in attendance at the congresses. 
He believed that but little actual difference of opinion would be 
discovered between his and that of those who had spoken with re- 
gard to sinus disease. ‘This was encouraging, as suggesting that 
we are beginning to place the matter upon a scientific basis. It 
had always been his hope that in the study and criticism of surgery 
we would before long place our ideas upon a scientific basis. This 
could only be done by the proper analysis of the records of all cases 
operated upon. Taking up the new method of operating for steno- 
sis, he had tried to disarm criticism by stating that all of the methods 
were difficult, and that any real improvements would be cordially 
welcomed. It must be recognized that nature did not intend the 
larynx to be interfered with. Any injury to it is severely rebuked. 
Tracheotomy, laryngo-fissure and, indeed, any operation which 
opens the respiratory tube, is fraught with present danger and future 
possibilities of harm. Many patients so operated upon die of pneu- 
menia or from accident. Some will savy, and with justice, that tu 
do a complete laryngectomy, they expose the patient to less risk 
than in the performance of a laryngo-fissure and that it is actually 
a far safer operation than the more simple operations, which lead 
too often to asphyxia, pneumonia or sepsis. 

With regard to cancer of the larynx, we have not time to speak 
further, There is one thing to be said, however, namely, that until 
we can get a number of men who are honest and brave enough to 
tell the truth about what they have done we will not make any 
substantial advance. There are some who are doing this and we 
should give them all credit for it and all possible support. 


CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 
Regular Meeting, November 9, 1909. 


THE PRESIDENT, DR. HENRY GRADLE, IN THE CHAIR. 


Presentation of Luetic Cases Illustrating the Value of Wasser- 
mann Test. By Josern C. Beck, M. D. 

After having studied the reports from many observers in 
Europe and this country, as to the value of the Wassermann 
reaction in the diagnosis of lues, I decided to test it myself in 
my private practice in affections of the nose, throat and ear. Abroad, 
there are a few reports on record in these special branches, but in 
this country very little has been published thus far. The reason for 
this lack of enthusiasm may be explained on the basis that luetic af- 
fections, when they are present in diseases of the nose, throat and ear, 
are, as a rule, easy to diagnose on inspection by the average oto- 
laryngologists. Yet, if one has not the ability and laboratory facili- 
ties himself to make the test, but must have it done, the procedure 
becomes quite expensive. Again, the anti-luetic treatment, which 
is of considerable value as a diagnostic measure, is still a popular 
and practical procedure. My contention in this regard is that these 
facts should not influence the specialist against trying this valuable 
diagnostic measure. Furthermore, there are pathologic conditions 
present which clinically appear to be luetic, but are not, and vice 
versa. It is these later conditions that have led me to have a num- 
ber of cases examined in different laboratories specially equipped 
for this test as controls, as to the accuracy and corroborating results. 

I shall not say anything about the technic myself. Dr. Harris has 
kindly consented to give us that part of the subject. I would, 
however, say that while I do not make the test myseif, I understand 
the technic perfectly, and can judge the reaction, as I believe 
every one making these investigations should do. 


My experience with the Wassermann test dates back to Septem- 
ber 1, 1908, during which period I have had tested ninety-two cases. 
Of this number, forty-six were diagnosed or suspected as hav- 
ing lues of the ear, nose and throat in the three stages, namely, 
primary chancre, secondaries and tertiary; also parasyphilitic or 
latent syphilis, as well as congenital lues. Forty-six were non- 
leutic affections of the ear, nose and throat in normal individuals. 
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LUETIC AND SUSPECTED LUES CASES. 

Case 1-7. Ulcerations of septum, 5+2—. 

Case 8-11. Lwuetic ozena with bone necrosis and sequestra of 
septum and lateral masses, 4+-. 

Case 12-19. Plaque mucosa and ulcerations of epipharynx or 
oropharynx and hypopharynx, including the uvula and tonsils, 8+. 

Case 20. Primary chancre of right tonsil, 1+. 

Cases 21-36. Mucous patches, gumma and ulcerations of the 
larynx, 14-++-2—. 

Cases 37-39. Ulceration of the mouth and gums, 2+1—. 

Cases 40-42. Otitis media purulenta chronica, 24-1—. 

Cases 43-44. Chronic non-purulent otitis media, with marked 
labyrinthian involvement, 2+-. 

Cases 45-46. Aural vertigo and tinnitus and nausea. (Meniere’s 
disease partial ; symptomatology complete.) 2+. 

Total, 46, 40+-6—. 

NON-LUETIC AND NORMAL CONTROLS. 

Cases 1-5. Individuals having no symptoms or complaints re- 
ferring to the nose, throat or ear, and whose examination proved 
practically normal conditions of the above named regions. There 
were also no general pathologic conditions in evidence, 4—1-++. 

Cases 6-11. Chronic hypertrophic rhinitis and deflected or irregu- 
lar septum, with the accompanying pharyngeal and tubal manifes- 
tations, 4—2-+. 

Cases 12-17. Chronic purulent perisinuitis, 6—. 

Cases 18-30. Atrophic rhinitis in various stages, 1o—2+. 

Cases 31-34. Ulceration of septum; one diagnosed tubercular, 
and two simple catarrhal ulcerations, one post-operative, 4—. 

Cases 34-37. Laryngeal affections: (a) Tuberculosis of larynx, 
(b) Chronic catarrh of the larynx, (c) Suspected carcinoma, (d) 
Recurrent paralysis, 4—. 

Cases 38-43. Chronic purulent otitis media, 6— 

Cases 43-44. Oto-sclerosis, 1—1+. 

Cases 45-46. Deaf mutes, 2—. 

Total, 46, 43—3-+-. 

Since the report of this subject, I have tested six children with 
adenoids, and three infants, whose main symptom was sniffles, g—. 
REPORTS OF CASES. 

Case 1. Man, aged 25, noticed a swelling on the right side of his 
neck, which followed about ten days after he consulted a physi- 
cian on account of some slight soreness in his throat. This soreness 
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was treated for two or three days by local applications by this 
physician. On examination I found a whitish membrane confined to 
the right tonsil, which could not be easily removed. A smear was 
made and found to consist of a few microérganisms of no patho- 
logic significance, and a culture was slow, showing mostly staphy- 
lococci. Externally there were a number of enlarged lymphatic 
glands, which reached from the angle of the lower jaw to the 
supraclavicular and suprascapular regions, and these were tender 
to the touch. Temperature was 101.6°; pulse go. The general con- 
dition of the patient was below normal. On further inquiry as to 
the specific history, as well as examination of the penis for the 
existence of a scar, both were negative. A Von Pierquet test was 
negative. After a few days’ observation with simple treatment, 
the condition in the pharynx, as well as externally, seemed to in- 
crease. I now had a Wassermann test made, as well as an ex- 
amination of the deposits for the spirocheta pallida, eventually 
showing a double infection. The result was a strong, positive re- 
action and many spirochetae pallidae. The patient was at once put 
on mercurial inunctions, with the result of marked improvement both 
locally and generally. 

Case 2. Man, 24 years old, married four years, and father of a 
healthy child, three years and seven months old. Contracted lues 
nine years ago, with the consequences of a complete destruction of 
the cartilaginous and part of the bony septum, with considerable 
wasting of the lateral masses. There resulted a complete falling in 
of the nose. The patient stated that he had had a thorough anti- 
luetic treatment. I operated on the man by severing the alae, and 
the calomella from their bony attachments, and turned them up- 
wards. Then, by severing two pieces of bone with periosteum at- 
tached and allowed to hang on at the alveolar process of the su- 
perior maxilla, | brought them across the nose and sutured them 
together. This was done to make a transverse septum. The pre- 
viously elevated nose was now brought down and sutured in the 
respective positions. The result was excellent, in that healing was 
practically by primary union, and the formerly collapsed nose had 
a good prominence. The newly made transverse septum healed 
perfectly. A second operation was done to stiffen the alae. This 
was accomplished by making small pockets in the alae, and in cer- 
tain portions of cartilage which had just been removed in a case of 
submucous resection, and the small pockets closed. These two 
cartilages now, four months since the operation, remain healed. 
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Whether they will become absorbed or not, is a point of interest. 
After this good result was obtained, healing having taken place so 
kindly, I was interested to know how the Wassermann reaction 
was, and the report is markedly positive. This shows that the blood 
is syphilitic, but of good healing power, and not necessarily a contra- 
indication to operation. The man being the father of a healthy 
child, and he himself being in perfect health, would show that most 
probably the anti-leutic treatment was very thorough. I am never- 
theless giving him at present anti-specific treatment until the Was- 
sermann reaction is made negative. 

Case 3. Man, age 27, complained of severe stuffiness in his ears, 
with symptoms of dizziness. On the posterior pharyngeal wall are 
evidences of scars, possibly post-luetic. Examination of the ears, 
etc., was negative. Inquiry as to specific history was positively de- 
nied. Wassermann reaction was made and found strongly pos- 
itive. On informing the man of the significance of the test, he 
reluctantly acknowledged the primary infection eight years ago, 
having undergone thorough anti-specific treatment. Patient did not 
present himself again until three weeks later, when a marked 
ulceration was present, extending from the regions of the ostium 
tubae along the lateral wall of the pharynx. Mercurial solution in- 
jections was followed by improvement, but by adding potassium 
iodide to the treatment recovery was rapid. Nine weeks later an- 
other Wassermann reaction was made, and found still positive. 
This case is illustrative of the early diagnosis of a recurrence of the 
luetic manifestations, and aided in obtaining a positive history. 

Case 4. Miss X, 14 years old, came under my observations some 
six years ago, with marked symptoms of congenital lues within the 
nasal cavity; also double keratitis profunda. She was put on anti- 
specific remedies, with absolutely no therapeutic result as to the 
nasal condition, although the ocular condition cleared up. Every 
anti-specific method of treatment known to me was employed with 
no result, and the sequestration continues to the present day. She 
has, however, grown strong and appears otherwise in perfect health. 
About two months ago the ulcerative process began externally, and 
this evening you observe that the columella as well as a good por- 
tion of the upper lip is destroyed, and the pathologic process is still 
going on. 

Permit:me to present this stereoscopic picture taken by the Lu- 
mier process, which is a perfect reproduction of this violent pro- 
cess. 
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A Wassermann reaction was made and found strongly positive. 

There was a question raised some time ago that it was possibly 
a mixed infection of tuberculosis and lues, and in support of this 
fact I may say that the von Pirquet test was positive also. 

Case 5. Dr. X, oto-laryngologist. While operating on a case of 
marked enlarged tonsil, the patient coughed, and he is certain that 
some of the material got into his own throat. The examination 
of the tonsil removed showed it to be luetic. At any rate, the 
doctor developed a very sore throat, especially soreness of his ton- 
sils, which he had removed at once. A Wassermann reaction was 
made and found positive. When he came to me with this history 
I found no evidence of any luetic disease. He had taken mercury, 
and K. I. I had a test made of the Wassermann reaction and it 
was found negative. Between the first and the second tests by the 
Wassermann reaction there was an interval of about six months, 
a very short period. The value of the Wassermann reaction test in 
this case was a great satisfaction to the doctor and myself, showing 
that he was free from lues, and that a positive reaction could be 
transformed into a negative within such a short time. 

Case 6. Man, 31 years old, whom I desire to present to the so- 
ciety for diagnosis. The history in brief is as follows: At the end 
of the third week of an attack of double pneumonia, which was 
confined principally to the upper portions of his lungs, it was no- 
ticed that he developed some embarrassment in breathing and in 
speaking, which, within two days, developed to such a degree that 
he was practically choking. At this time, I first saw him and made 
a very hasty examination of his larynx. There seemed to be no 
evidence of any inflammation of the larynx, externally nor internally, 
and the picture of the cords was that of a posticus paralysis. The 
senation of the larynx was intact. The patient appeared in extremis, 
with very rapid pulse, labor, stertorous breathing, cyanosis and a 
cold sweat on his face, and I decided to do a rapid tracheotomy un- 
der local infiltration anesthesia. ‘This was done, and the result was 
uneventful. After a few weeks the patient recovered his general 
health, but the paralysis continued. He continues to wear the 
trachial cannula. Subsequent examination of the chest still showed 
some dullness in the apex. Von Pirquet test was negative. Anti- 
luetic treatment, as well as the Wassermann reaction, was nega- 
tive. Examination of the larynx shows the cord practically immo- 
bile; only when the guttural sounds are forced upwards do their 
margins vibrate. The left arytenoid cartilage appears slightly lower 
than the right. 
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Permit me to present this stereoscopic radiogram of the chest, 
which shows the absence of any sign of aneurism or any degree of 
consolidation of the lungs. 

The question is, (1) what and where is the lesion? (2) What is 
the etiology? (3) What is to be done? 

I have certain views on these three points, and would be glad to 
have the gentlemen examine this case. 


DISCUSSION, 

Dr. F. G. Harris: Any test as delicate as the Wassermann is 
difficult to explain. Bordet and Gengou mixed an antigen with a 
typhoid organism and found that union took place, providing a 
complement was present. If a rabbit is injected with the washed 
corpuscles of a sheep, it becomes immune to these corpuscles. Heat 
the rabbit serum of 56 C, and the complement is destroyed. Add 
fresh serum and the rabbit serum dissolves fresh corpuscles of the 
sheep. Wassermann found that he could use an extract of the 
bacteria instead of the bacteria themselves, and this extract would 
unite with the serum of the patient who was immune to that organ- 
ism. It was then found that the liver of the syphilitic infant con- 
tained myriads of spirochetae. Inability to cultivate the organism 
led Wassermann to make an extract of the liver, which is the an- 
tigen now in use. If a person has syphilis, his blood will contain 
the necessary antibody. Wassermann makes an extract of the 
syphilitic liver, adds a certain amount of the person’s serum, and 
fresh guinea pig’s serum. These three unite. That is the Was- 
sermann test. The test with the homolytic serum is negative if the 
blood serum is syphilitic. 

A positive reaction always means syphilis, with a few exceptions, 
such as some cases of tuberculosis, leprosy, sleeping sickness and 
scarlet fever ; also a venereal disease of animals. While the disease 
is still local, the reaction is negative ; after general systemic infection 
has occurred, the positive test is always obtained. From sixty to 
seventy per cent of all cases of latent syphilis give a positive reac- 
tion, even after treatment. In the tertiary form, with symptoms, 
one hundred per cent are positive. In the latent tertiary form 
the percentage of positive results varies from forty to fifty. In 
congenital syphilis one hundred per cent are positive; parasyphilis 
or tabes, seventy per cent positive; paresis, one hundred per cent 
positive. Cases of heart disease and the majority of aneurysms oc- 
curring under forty are examples of syphilitic arteritis. 
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To the syphilographer the test is of little value; to the general 
practitioner, it is of great value. To the former it is of value from 
the standpoint of treatment, showing its effectiveness. The patient 
must be treated, not until his symptoms disappear, but until the 
test is negative. Then keep it negative. I have been able to find 
only one article in the literature dealing with nose and throat condi- 
tions, and the Wassermann test. Of six cases reported, all gave a 
negative reaction, so that there is a tendency to consider ozena as a 
non-specific affection. 

Dr. Norvat H. Pierce: I have seen two cases lately which show 
the difficulty of making a diagnosis between Vincent's angina and 
lues, one case in Paris, and one in my own practice, the wife of a 
gentleman who disclaimed syphilis. She had an ulceration on one 
tonsil which was covered with a white membrane that had been 
present for some time. She had been treated for Vincent’s angina 
because of the presence of spirochete and fusiform bacilli. The 
Wassermann was negative. After several months I found what I 
regarded as a typical specific ulceration of the pillars of the fauces 
and of one tonsil. Examination of the nose disclosed a gumma at 
the posterior end of the septum running over on to the upper 
portion of the velum. Under anti-specific treatment the lesions healed, 
but with perforation of the palate. The case in Paris was similar to 
this one. Vincent’s spirilla and the fusiform bacilli were found 
Under anti-specific treatment the lesions healed. 

Personally, I do not believe that Vincent’s angina can cause perfo- 
ration of the palate. The fusiform bacilli and Vincent's spirochetz 
are found in luetic lesions, therefore they are not of differential 
diagnostic worth. The old method of differential diagnosis by medi- 
cation should not be disregarded. 

Dr. H. W. Lorr (St. Louis): I have used the Wassermann for 
a year and a half in all cases where there was doubt as to the 
diagnosis. The gentleman who made the test for me said that iodide 
of sodium does not cure lues, and that the Wassermann does not 
become negative until a course of mercurial treatment is insti- 
tuted. I saw one case in which it was very clear that both Vin- 
cent’s angina and lues were present. Potassium chlorate will relieve 
the one condition and mercurials the other. 

A new staining agent has been devised for the spirocheta pallida 
which makes it easy for anyone to make the diagnosis. India ink is 
used. It stans the whole field black, except the spirocheta. 

Dr. B. C. Cornus: We have tried the India ink stain, but have 
not found it to be as successful as the dark field illuminator. A 
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fourth venereal disease has been described lately, and in it we have 
also found the spirocheta and the fusiform bacillus. The diagnosis 
of syphilis in the upper air passages can be made by the demontra- 
tion of the spirocheta, and the Wassermann reaction. We have 
examined about five hundred cases and found the spirocheta in 
the primary and secondary lesions in the mouth in one case as 
late as eight and a half years after the primary infection. We have 
repeatedly found the spirocheta three years after the primary in- 
fection, which means that the patients are just as infective then as 
in the beginning. During the past four months we examined 
twenty-eight cases of syphilis of the mouth and upper air passages, 
Of these, twenty-four were positively luetic. In four we could not 
get a history, but the test was positive in one of these cases. Our 
cases comprise primary lesions of the nose, four cases; of tonsil, 
eight cases ; eight cases of mucous patches, five cases of gumma, one 
on the pharynx and tongue, two on the palate, and two on the nose 
and upper lip; four cases of paryngitis and one case of perforated 
septum. 

We have become more and more convinced of the value of and 
pleased with the results obtained from the Wassermann test, both 
from the clinical standpoint and from the standpoint of treatment. 
In our own cases we aim to make them negative and to keep them 
so. Heretofore, the treatment of syphilis has been intermittent and 
chronic ; now it is energetic and chronic. It is imperative in all spe- 
cific lesions to look for the spirocheta and to make a. Wassermann. 
Until this is done, we cannot say that syphilis does or does not 
exist. 

Dr. Stupnss: I would like to ask Dr. Corbus whether he meant 
that a person is cured of syphilis when the Wassermann is nega- 
tive, and, if so, whether the test might not show again in the course 
of a year or two? 

Dr. Corpus: If a man is treated steadily until the Wassermann 
is negative, he is by no means cured. He is cured when the Was- 
sermann remains negative. We have found some cases where treat- 
ment was instituted and continued for some time, the Wassermann 
becoming negative. The patient would pass from under observation to 
return in four or five months with a positive Wassermann. So that 
a negative Wassermann may give place to a positive Wassermann 
when treatment is discontinued. 

Dr. Josepn C. Beck (closing the discussion): My conclusions 
as to the value of the Wasserman test are that from my observations 
of the cases I have tested, it is very reliable; that in doubtful cases a 


2 


502 SOCIETY PROCEEDINGS. 


positive reaction is of great value. As a guide in the treatment it 
is to be relied upon that one can convert a positive reaction into a 
negative, and while it remains so, it is a good indication that the 
patient, if not absolutely cured, is on the road to recovery, and keep- 
ing it negative is our duty. 


Demonstration of the Larynx of Mycetes Seniculus. By J. HoL- 
INGER, M. D., and F. Baker. 

A larynx which is capable of producing sounds that may be heard 
at a distance of a mile by actual measurement, will probably be 
of some interest. The specimen shown comes from a South Ameri- 
can monkey, called howling monkey, or from the color of his hair, 
“the red howler.” These animals live in trees in families of five 
to ten and helong to a rather low type of monkey. The real reason 
for the howling is not known, nor is the actual physical process 
explained which produces the sounds without any apparent mus- 
cular effort. The whole exterior of the animal is so constructed 
as to accommodate this instrument of noise. The head is carried 
low. The lower jaw-bones are high, and carry between the hyoid, 
_which is changed into an enormous bony resonator. The larynx is 
much enlarged, especially the thyroid cartilage. In the larynx there 
is a sort of a mechanism which either allows the animal to breathe 
quietly or throw the sound forward into the bag-shaped hyoid. 
The specimen presented belongs to the Academy of Sciences, whose 
curator, Mr. Baker, has worked out the zodlogy of this animal. 
Three more specimens were shown by Dr. McGibbon, belonging to 
the Field Museum. They show the connection between the hyoid 
and thyroid. The literature on this peculiar apparatus is very 
scant and simply places it in a line with the air bags found as di- 
verticles of the larynx and trachea of other monkeys. 


DISCUSSION, 


Dr. ‘W. P. McGipzon: This matter is of interest from the stand- 
point of studving the analogue in the higher animals. (Dr. Mc- 
Gibbon presented specimens of the larynx of the red howler 
monkey, and discussed its anatomy.) 

Dr. J. Gorpvon Witson: In the spider monkey the laryngeal 
pouch springs from an opening under*the cricoid, with a central or 
median laryngeal pouch. In Athens there is on exhibition the 
larynx of a monkey with a distinct intralaryngeal pouch, which has 
burst through the hyoid membrane, projecting down from the 
laryngeal cartilage. In St. Petersburg there was found, on dissec- 
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tion, a large extra laryngeal pouch projecting laterally downward 
and outward. 

Dr. J. Hotincer (closing): The question is whether we should 
place such pathologic findings in line with normal anatomic forms. 
The hyoid bone is a part of the branchial skeleton and is more or less 
related to the ossicles of the middle ear. Whether a change in the 
skeleton, which has undoubtedly started at a very early stage of 
embryologic development, can be placed on a parallel with the pouch 
in the cricoid, is not easy to determine. 


Demonstration of Specimens of Temporal Bone Illustrating 
Growth from Infant to Adult. By G. W. Root, M. D. 
DISCUSSION. 

Dr. Georce E. SHaAmMBpaucu: This demonstration is not only 
interesting, but valuable, from the clinical standpoint. The size of 
the labyrinth is interesting. The middle ear, drum membrane and 
internal ear, are of the same size in a new-born child as in an adult. 
Of course, the labyrinth must be of the same size, because of the 
ability of the child to recognize tones. A child listening to a C 4 
tuning fork hears exactly the same tones as does the adult. If the 
mechanism in the internal ear had to’ develop in size, one would 
naturally expect that it would respond to tones of a different pitch 
at different ages. The tympanic cavity itself is practically the 
same as in the adult. The temporal bone of the new-born child 
shows that what we recognize as a tympanum is a structure which 
in the adult is not so readily recognized. In the new-born child the 
tympanum, attic and antrum are one chamber. In the adult the 
development of hard bone obscures the fact that the antrum is part 
of the tympanic cavity, and evidence of this fact is that we find 
people frequently with an antrum as part of the mastoid, as the 
largest or first of the mastoid cells, whereas the antrum is not a 
part of the mastoid, but of the tympanic cavity, as was pointed out 
first by an American, Leidy. It partakes not only of the common 
cavity, but has the same structures and membranes lining it, and is 
subject to the same diseases as the tympanum. 

Another point of interest in connection with the development of 
the ear is that there is no mastoid in the new-born child, and yet we 
get a form of mastoid disease. Wilde's incision is usually sufficient 
to cure the fluctuating tumor back of the ear. In the adult it is an 
exception to have Wilde’s incision accomplish so great a result. 
In the infant it is the rule. 
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Dr. J. Hotincer: In the howler monkey the annulus tympanicus 
is without external canal or mastoid. In the chimpanzee, there is 
a lower wall of the bony meatus and a mastoid process. 

Dr. Henry Grave: As to the size of the internal ear in the 
infant, compared with the adult, we must remember that the semi- 
circular canals vary little in size in different animals. In the 
smallest they are unproportionately large, and in the larger ani- 
mal they are unproportionately small, so that the size naturally varies 
little throughout the whole series of vertebrates. 


A Preliminary Report of Intra-nasal Decompression in a Case 
of the Hypophysis. By N. A. Pierce, M. D. 

It is not my intention at the present time to make a complete 
report of the case you see before you, as this will be done by Dr. 
William Halstead at the forthcoming meeting of the American 
Surgical Association, but to place on record first the preliminary 
decompression which resulted in improvement of the condition of 
the patient and as an outgrowth of that preliminary procedure the 
suggestion of a possible intra-nasal operation for the purpose of 
reaching certain growths of the hypophysis without external or oral 
incision. 

The patient you see before you came to the eye department of the 
Illinois Eye and Ear Infirmary in 1909. He was suffering from 
increasing blindness and headache. Dr. Orcott referred the patient 
to me for the purpose of nasal examination, and later had him trans- 
ferred to my service, believing that there might be a growth in the 
sphenoid sinuses. 


On examination I found that the anterior half of the middle 
turbinate on the right side had been previously removed, as there 
was a muco-purulent discharge coming over the remaining pos- 
terior portion of the middle turbinated body. I removed this and 
explored the posterior ethmoid cells, but found nothing of material 
importance here. I then removed the anterior wall of the right 
sphenoid cavity. The cavity contained a slight amount of muco-pus, 
but its lining membrane was pale and smooth. The striking feature 
about the appearance of the cavity was the small antero-posterior 
diameter, the inner wall being separated by a very narrow space 
from the anterior wall. This posterior wall conveyed a distinctly 
bogey feeling to the hand when it was touched with a probe. Im- 
mediately following this operation the patient’s condition became 
greatly improved. The headache which before was almost intoler- 
able and prevented sleep, nearly disappeared, and the patient de- 
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clared his sight was increased. This improvement lasted only two 
weeks, when the headache recurred with increased violence. 

While the significance of the operation at that time was not 
fuily appreciated, and the cause of the patient's improvement was 
not at that time quite clear to us, in the light of further develop- 
ments, the benefits experienced by the patient as regards headache 
and improved vision must be ascribed to the relief of pressure due 
to removal of the anterior wall of the right sphenoidal cavity. I 
am, therefore, justified in putting this case on record as one in 
which decompression was performed through the natural nasal 
orifices in a case of hypophyseal tumor and the first on record as far 
as my knowledge goes. 

Shortly after this the illuminating paper of Dr. Archibald Church 
appeared in the Journal of the American Medical Association. The 
diagnosis, based on the three cardinal points, hemianopsia, headache 
and loss of sexual power, became clear. 1 thereupon transferred 
the case to St. Luke’s Hospital, where Dr. Church saw the patient 
and concurred in the diagnosis after confirming the symptomatology 
by several excellent skiagraphs. The tumor was reached by the 
nasal route, the nose being turned upward by an incision through 
the mouth. As you may see by observing the patient there is no 
deformity. He is now free from headaches, his vision with glasses 
supplied by Dr. Cassius Wescott is good, and he has returned to 
his work. 

However, as I said at the beginning of my remarks, it is not 
my intention to make a full report of this case. This will be em- 
braced in a paper which Dr. William Halstead proposes reading 
at the forthcoming meeting of the American Surgical Association. 
My present purpose is, first, to place on record the benefit—though 
of very short duration—derived from decompression through the 
natural orifices of the nose without external or oral incision, and, 
secondly, as an outgrowth of that experience, to suggest that cer- 
tain growths of the hypophysis, such as cysts and tumors, such as 
the one proved to be in the present case, might be removed in 
the same way; that is, without external or oral incision. 

At the time of operation at which this tumor was removed, I 
was struck with the very slight increase in space the turning up of 
the nose gave us for surgical manipulation over that at our dis- 
posal with the nose in place. -I am now speaking, of course, from 
the standpoint of the rhinologist. 

If such an operation as I suggest be performed through the nasal 
orifices without external or oral incision, it should be divided into 
two parts. The step of the first would be: 
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1. Local anesthesia with adrenalin. 

2. Removal at least of both middle turbinal bodies, or, if neces- 
sary, to secure free vision, removal of one or both inferior turbinated 
bodies. 

3. Removal of the septum between the following lines: (a) A 
vertical line drawn downward to the floor of the nose from the 
glabella. (b) A horizontal line drawn backwards from the lower an- 
terior margins of the nasal bones to the body of the sphenoid bone. 
(c) A diagonal line which intercepts the lower extremity of line and 
ends at the point where the vomer joins the sphenoid. Flaps from 
the mucous membrane may be preserved to cover the cut edge of 
the septum. 

The septum may best be removed by cutting forceps and chisel. 

4. Removal of anterior walls of both sphenoid cavities and divid- 
ing septum. This is done either by means of the punches already 
employed for this work or by means of specially constructed 
chisels. 

5. Packing cavity with xeroform gauze. 

After healing is well under way we proceed with the second 
stage: 

1. Anesthesia, local or general, with adrenalin. 

2. Removal of the posterior wall of the sphenoid and exploratory 
puncture of walls of tumor. If it is cystic, drainage. If solid, re- 
moval with curet. 

For exploratory purposes and for cystic tumors, this would seem 
to be the ideal method of operation. | With solid or semi-solid 
tumors, the objection might be raised that we would be unable to 
adequately outline the growth or remove it in its entirety. The 
same objection might be urged against all other methods, temporal, 
trans-temporal or frontal. As a matter of fact, certain tumors of 
the hypophysis which display histologically sarcomatous tendencies 
incline to involution if only a portion is removed. Again, the di- 
rectness of this route cannot be gainsaid, as most frequently when 
the hypophyseal growth comes to operation it has either pushed the 
inner wall of the sinuses forward or by pressure atrophy has 
caused its dehiscense. In cases of acromegaly this method would 
seem to be especially applicable as great improvement in the gen- 
eral condition is known to have occurred after simple incision of the 
membranes covering the hypophysis. 

DISCUSSION. 

Dr. F. Gurney Stupgs: I am very much interested in this case 

presented by Dr. Pierce and pleased at the successful result he has 
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attained. It is added confirmation that the nasal route is the proper 
one for operations on tumors of the hypophysis. 

The past summer, Dr. A. B. Kanavet asked me to work with him 
in developing the technique by the nasal route preparatory to op- 
erating on a case in his service. We operated on a large number 
of cadavers and finally decided that the lower nasal was superior to 
any other method. The intracranial as used by Horsley is extremely 
difficult and dangerous and does not give a clear view of the sella 
turcica. The extracranial or trans-sphenoidal is certainly more 
direct and offers a better and larger field for operation. Practically 
all the operators, such as Von Ejiselsberg, Schloffer, Lowe and 
others, have used the supra-nasal route, turning down the nose, 
removing the middle turbinates and ethmoid cells and part of sep- 
tum. While this is, by a few centimeters, the shortest route to the 
sphenoid, it does not give a larger field in which to work and as the 
cribriform plate often dips downward one might be carried too low 
in passing backward parallel to it, and the deformity to the face is 
great. We found that the simplest and most direct technique was 
to free the external nose by an incision in the natural lines under 
the alae and lift it upward out of the way, then cut the cartilaginous 
septum along its line of attachment to the vomer and turn it to one 
side. By now removing that part of the bony septum in front of 
the sphenoid the whole anterior wall of the sphenoid was exposed. 
The anterior wall is next removed and the floor of the sella turcica 
presents itself. It is very rare for a tumor of the hypophysis to 
grow upward. It usually forces the floor downward into the 
sphenoid and consequently one is the more easily sure of his pre- 
senting surface on opening the sphenoid. One has now only to 
remove the contents of the sella without penetrating the dura. 

We found that this method gave an exceptionally large field for 
manipulation of instruments deep down in the nares and it was 
only necessary to remove the middle turbinates when they pro- 
jected far towards the septum. 

It seems to me that this field of surgery belongs most properly 
to the rhinologist, who is particularly fitted for it by his skill in 
using particular instruments needed in these parts. 

Addendum. Within a few days following the above discussion 
the patient returned for operation and the technique was carried 
out, demonstrating fully its ease and feasibility. 

Dr. CARL Wacner: If we use Crile’s method of anesthesia, and 
pack the pharynx with gauze, we can lift up the soft palate and 
reach the hypophysis directly. All methods are objectionable be- 
cause of the possibility of infection. Von Schmieden makes a 
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small incision in the right side by means ‘of which he can reach 
the hypophysis subdurally and intracranially with safety. Krause 
entered intracranially and removed the hypophysis in three cases 
successfully, taking away more than half of the gland. These 
cases were either tumors or cysts. 

Dr. H. W. Lorn (St. Louis). An examination of specimens 
which I made recently convinced me that it is anatomically and 
surgically possible to perform such an operation as Dr. Pierce 
described. 

Dr. C. M. Rozertson: In operating on a case of this kind, it 
would be impossible to operate subdurally through the temporal 
route because of the infection already present. This case was 
operated on properly by opening through the nose, so as to get 
downward drainage. It seems to me that by a little manipulation, 
raising up the nostril, you can reach the hypophysis without sacri- 
ficing all of the inferior turbinate, unless the nostril happened to 
be narrow. I tried it several times on the cadaver, and found that 
I could cut away the anterior wall of the sphenoid without sacrific- 
ing the lower turbinate. 

Dr. Perer Bassor: I do not know of any more brilliant piece of 
cranial surgery than this. The results have been most wonderful. 
The hypophysis is so located that neurology cannot claim that it is 
an organ within its pale. Its development from the pharynx places 
it within the pale of the laryngologist. It is noteworthy that an 
accessory hypophysis .seems to exist within the pharynx. In a 
case of acromegaly the tumor was found not in the sella turcica, 
but it an accessory hypophysis beneath the sphenoid bone. 

Another type of tumor on the borderline between neurology and 
rhinology is the tumor arising from the remains of the chorda 
dorsalis. They usually form around the cleavage. In a case re- 
ported recently the patient came to the clinic because of headache 
and external rectus paralysis. On examination it was found that 
a soft tumor was projecting into the pharynx simulating a retro- 
pharyngeal abscess. On incision only blood came out. ‘Tissue was 
removed for examination and its structure was characteristic of 
tumors arising from the remains of the chorda dorsalis. It is 
well worth bearing this in mind in cases of tumors of the pharynx. 

Dr. Pierce (closing): The nasai route is an extradural one, and 
there need be no fear of infection. I believe that this operation 
is very little more septic than the external operation. Surely it is 
less septic than Horsley’s operation, which consists in incision 
of the dura and approach of the hypophysis through the subdural 
space. 
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TORONTO ACADEMY OF MEDICINE. 
SECTION OF OPHTHALMOLOGY AND OTO-LARYNGOLOGY. 
October 21, 1909. 
Dre. R. A. Reeve, Chairman. 


PRESENTATION OF CASES. 
Osteoma of Frontal Sinus. By P. Gotpsmirn, M. D. 

Patient has nasal polypi in both nostrils. Several were re- 
moved two years ago. The antrum at that time contained little pus 
and after a few intra-nasal irrigations cleaned up. Frontals and 
antra probably contain pus. X-ray shows probable suppuration in 
these cavities. On the right side is seen an osteoma which is very 
rare. Dr. Cummings states from examination of a lateral view that 
it is probably attached to the anterior wall. 


Case of Well-Marked Hypertrophy of the Mucous Membrane 
and Thickening of Posterior End of Nasal Septum. By P. 
Go.tpsmiTH, M. D. 

Man, aged 45. When the case is seen with any edema of the 
mucous membrane the masses appear as one and may easily be taken 
for a fibroma. 

DISCUSSION. 

Dr. Wisnart asked for the proposed treatment. 

Dr. Price-Brown said he had frequently seen similar cases and 
that they consisted of simple hyperplasia of the mttous membrane. 
The treatment he adopted was to relieve the hypertrophied tissue 
under cocaine anesthesia either by Sol. of Argnit, the use of a 
curved knife, or by burning through the nose with the electro- 
cautery. 

Dr. GoLpsMitTH, in closing the discussion, said that although 
thickening of the post-septum in a minor degree often occurred, this 
case was a particularly aggravated one and that he intended te 
cauterize the growth. 


Case of Ethmioidal Orbital Swelling. By P. Gotpsmiru, M. D. 

Woman, aged 4o. Had right side nasal discharge and foul odor 

from nose. A mass was found in the middle region which bled 

easily to the touch. Malignancy was suspected. Under K. I. and 

Hg. she improved very much. Two weeks ago a swelling ap- 
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peared at the inner part of right orbit. There was no dis- 
placement of the globe or any ocular disturbance. The ethmoid 
region was very tender and almost boggy. A swelling also took 
place above the second molar tooth, which was opened, liberating 
pus. A probe here detected rough bone in front of the antrum. 
All symptoms now relieved. The case is probably one of suppura- 
tion in the orbital cells of the ethmoid and antrum—possibly specific 
sinusitis. The skiagraph by Dr. Cummings shows beautifully the 
ethmoidal excursions in the margin of the orbit and also disease of 
both frontal and maxillary sinuses. 


Tubercular Laryngitis. By G. Boyp, M. D. 

R. S., aged 47. Male. Has complained of hoarseness for nine 
weeks. Three months ago caught cold with great expectoration. 
Sputum then examined; no T. B. found. One week later throat 
became sore and very dry. Hoarseness has persisted and he has 
great difficulty in swallowing. T. B. found in swab from larynx. 
Infiltration in both arytenoids with superficial ulceration of them 
and both ventricular bands. Lungs show advanced tuberculosis. 

DISCUSSION, 

Dr. WisHart would treat the case symptomatically. Prognosis 

bad, the pulmonary involvement being extensive. 


Case of Laryngeal Stenosis. By G. Boyp, M. D. 

Patient had typhoid in September, 1908. Larynx operated on 
and tracheotomy required in following November. Has worn tube 
constantly since then. Cannot breathe with tube closed. No probe 
can be passed. Stenosis probably immediately below the larynx. 

DISCUSSION, 

Dr. WisHart has seen the patient with Dr. Boyd. Had used 
bronchoscope, but could not pass a probe through the constriction. 
Patient, he believed, had refused operation. He suggested at- 
tempting gradual dilation by special intubation tubes. 

Dr. Stewart had known of dilation from below in similar cases 
being successful. 


Two Cases of Sarcoma of the Nose. By Price-Brown, M. D. 

Reports of these two cases appeared in the October number of 
the Journal of Laryngology. 

Case 1; aged 20. Diagnosis—Sarcoma, clinically and patho- 
logically. First seen April 9, 1909. Right nasal passage com- 
pletely filled with tumor. Globular mass extending into and fill- 
ing up the naso-pharynx. Tumor had been growing for two years. 
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A number of previous ineffectual operations had been attended by 
excessive hemorrhage. 

Treatment: Nasal portion of tumor removed by successive elec- 
tro-cautery operations; post-nasal portion by modified Lowen- 
burg’s forceps, curette and cautery. By end of June removal of 
tumor complete and patient returned home. Nine weeks later, on 
the doctor’s instructions, he returned for examination. Recur- 
rence had taken place in posterior part of superior meatus and vault 
of posterior choana. Electro-cautery treatment was resumed for 
a number of days. Tumor again extirpated, and patient went 
home. He is now, after six weeks of absence, back for examina- 
tion, and as can be seen by the Fellows there is no further re- 
turn of the growth. The man feels perfectly well. 

Case 2. Youth, aged 18; also shown to Section. History similar 
to Case I. Growth, if anything, larger. Clinically and pathologically 
diagnosed by many authorities as sarcoma. ‘Treatment on exactly 
similar lines to Case 1, followed also by a recurrence after an in- 
terval of eight weeks. Electro-cautery treatment again resorted 
to with renewed extirpation. No return now in a number of weeks. 
Will keep a close watch on each of these cases, as in former ones, 
and destroy at once any new growth that may occur, fully believing 
that each case will result in a final cure. 

DISCUSSION. 

Dr. Hunter thought that the frequency of these cases in Dr. 
Price-Brown’s practice was remarkable. 

Dr. WisHARtT was glad that the Doctor was so well fortified 
with pathological experts. He had had much greater success in 
the treatment of these cases than other men. He thought from 
appearance of one of the cases that there was a slight recrudescence. 

Dr. Price-Brown, in reply, said that the diagnosis had in each 
case been confirmed by reports from different pathologists. He at- 
tributed his success to the persistent but careful use of the electro- 
cautery for a prolonged period, taking every precaution to avoid 
unnecessary hemorrhage and pain in the operation. The patients 
were usually able to attend to business daily while undergoing treat- 
ment 
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Clinical Manual for the Study of Diseases of the Throat. 

By James Wacker Downie. M.B., F. F. P. S. G., Lecturer on diseases 
of the throat and nose, University of Glasgow; Surgeon for Diseases of the 
Throat and Nose, Western Infirmary; ete. Second Edition, revised and in 
large measure rewritten. With 104 illustrations, 


The rather moderate second edition of this practical clinical manual has 
been almost wholly rewritten and brought up-to-date. New matter has 
been added, necessitated by the advances in methods of diagnosis and 
treatment which have been made since the publication of the first edition. 
The formidably increased size of the present volume makes of it not only 
a manual for post-graduate students in laryngology, but also a practical 
guide to the working laryngologist. 

An excellent feature of typography in the new edition is the splendid 
series of new colored plates that are here presented. Reviewed as a whole, 
this volume is an excellent recent contribution to laryngology. 


A Text-Book on Diseases of the Eye. 

By Mac.eop YEArRSLEY, F.R.C.S, Senior Surgeon to the Royal Ear Hos- 
pital; Medical Inspector to London County Council Deaf Schools; etc. 452 
pages Cloth. Price, $4.co. American Agents: Chicago Medical Book Co., 
Congress and Honore Streets, Chicago, 1908. 


This volume is an enlargement of the author’s former publication “Com- 
mon Diseases of the Ear,” though of much larger scope and containing more 
detailed description of the subject-matter treated. 

A feature of this small text-book of diseases of the ear is the embodi- 
ment of the author’s individuality, one of the most desirable quantities in 
the present age of multiplicity of publications in otology and laryngology. 

As a text-book we would comment that the subject-matter is not con- 
sidered in sufficient detail, especially the consideration of pathology and 
operative technic. The chapters on tinnitus aurium and on functional tests 
and clinical examinations receive liberal attention. 


Die‘Krankheiten der Nase und des Nasenrachens mit besonderer Berueck- 
sichtigung der Rhinologischen Propaedeutik. 
By Cart ZArniko. New (3d) edition, octavo, 744 pages, 166 illustrations 
and 5 plates. S. Karger, Karlstrasse 15, Berlin, 1910. 


The third edition of this. valuable treatise on diseases of the nose and 
naso-pharynx is incorporated in one large volume and thus overcomes one 
of the cumbersome features found in former editions where the same sub- 
ject-matter was presented in two volumes. The unusually favorable review 
of the former edition of this excellent treatise, as presented in THE LARYN- 
GoscopE several years ago, applies with emphasis to the present edition. 
The subject-matter is presented in crystalized form, the arrangement and 
sub-classification is excellent and the treatment of subject is classical. 

The description of operative technic is exhaustive, the illustrations are 
for the greater part original and we do not hesitate to say that it is one 
of the best treatises on the nose and naso-pharynx published in German in 
recent years. It is to be regretted that this valuable work has not yet been 
presented in English translation, so that it may be more acceptable to 
American and English readers. 
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Diagnosis and Treatment of Diseases of the Nose. 

By Dr. Garett, Honorary Physician to the Hospitaux de Lyon and Physician 
to the Oto-Rhino-Laryngologic Clinic of the St. Luc Hospital. Third 
edition, quarto, 458 pp. and 4 plates. Price, 7 frances. Published by 
Vigot Brothers, Paris, 1910. 


The third edition of this book is characterized by the same clear, simple 
style which marks the previous works of this author, added to the material 
of the former editions, this volume contains 720 pages and 75 illustrations 
which, with few exceptions, are nicely reproduced. 

Dr. Garel, through this book, sends out a plea for more conservative 
operative technic and warns against reckless modern therapy. 

The table of contents, though extensive, is not entirely satisfactory. 


Was leisten die Rontgenstrahlen in der Rhino-Laryngologie. 
By H. Burcer, M.D., Amsterdam. Small octavo, paper cover, 98 pp., with 
3 figures and 8 plates. Price, 5 Mks. J. F. Bergmann, publisher. 


This monograph of one hundred pages includes not only a consideration 
of the literature and diagnostic importance of the Réntgen Ray in Rhino- 
Laryngology, but also a mention of its relation to the thorax, the teeth, 
and other accessory areas. Burger has collected the statistics of two. hun- 
dred and fifteen cases, in which radiography had played an important réle in 
the location and diagnosis of foreign bodies in the esophagus. Of these two 
hundred and fifteen cases, one hundred and nineteen were found and defi- 
nitely located by means of the X-ray. The author is of the opinion that in all 
cases of foreign bodies in these localities, radiography should precede the 
use of the esophagoscope. Special stress is laid on sagittal radiography of 
the accessory sinuses of the nose. It is claimed that radiographs thus made 
add additional data in the diagnosis of affections of the frontal sinus, maxil- 
lary antrum, and anterior ethmoid cells. The reproduction of radiograph 
plates have the usual imperfections thus far found in this kind of press- 
work. This imperfection still constitutes one of the main objections in the 
reproduction of radiographs. 

A very elaborate bibliography in Rhino-Laryngology concludes the mono- 
graph, 


Elementary Practical Treatment on Diseases of the Pharynx and Larynx. 
By E. J. Mourg, M. D., Surgeon of Nose, Ear and Throat Department 
of the Faculty of Medicine, Bordeaux, France. Translated and Adopted by 
J. Malcolm Farquharson, M.B, F.R.C.P. 401 pages; 210 illustrations. 
American Agents: Rebman Company, 1123 Broadway, New York, 1900. 


The publishers of this English edition have conferred an especial favor 
on American and British readers by the presentation of an English transla- 
tion of the work of this master in laryngology and we trust that the trans- 
lator will be sufficiently encecuraged by his efforts with this short treatise 
to soon offer us Moure’s larger and complete treatise on laryngology. 

The volume is as its name indicates, an elementary, practical treatise on 
diseases of the pharynx and larynx and as such is a working guide to the 
post-graduate, and contains many valuable practical hints to the laryn- 
gologist. 

We are pleased to note that Rebman Company have presented in the 
English edition a superior typographical volume, as the colored illustra- 
tions especially are subject to much improvement. 


PERSONAL ITEMS. 


Dr. FERNAND LeEMAITRE has been appointed oto-rhino-laryngologist to the 
Hospital of Paris. 

Dr. H. Marx has received his qualifications as otologist and laryngologist 
from Heidelburg. 

Dr. G. Virarpa has received the title of Dozent of Laryngology from the 
University of Naples. 

Dr. L. RuGAnt has received the title of Dozent of Oto-Rhino-Laryngology 
from the University of Turin. 

A jubilee celebration in honor of Dr. Getter, of Paris a pioneer of oto- 
logical science is being arranged. 

Dr. O. Muck, of Essen, has been appointed Consultant in oto-rhino-laryn- 
gology to the new hospital of that place. 

Privatdozent Dr. F. Att, of Vienna, has received the title of professor 
extraordinarius. A similar title has been bestowed upon Dr. G. ALEXANDER, 
of Vienna. 

The Medical Review of Reviews is now being edited by Dr. WittAM J. 
Rostnson. The editorial office has been removed to 12 Mt. Morris Park 
W., New York City. 

According to Prinzing’s statistics, Germany had 21 specialists in eye and 
ear diseases, 50 in otology, 68 in nose and throat diseases and 463 in oto- 
rhino-laryngology in 1909. 

At a recent meeting of the Faculty of the New York Polyclinic Medical 
School and Hospital, Dk. M. D. Leperman was elected Clinical Professor of 
Laryngology and Rhinology. 

Dr. Frieprich WANNER, of Munich, privatdozent of otiatrics, has been 
given the title and privileges of the rank of professor extraordinarius dur- 
ing his service in the Bavarian schools. 

Dr. Texter, oto-rhino-laryngologist to the Hospital of Nantes, has been 
placed in charge of a course on oto-rhino-laryngology at the “Ecole de 
plein exercice de médecine” of Nantes. 

Dr. Peter McBrive, of Edinburgh, has retired from active professional 
work. A farewell dinner was given him, by his former assistants, at which 
they presented him with an album containing their pictures. 


The Academy of Ophthalmology and Oto-Laryngology will hold its next 
annual meeting in Cincinnati, September 19-21, 1910. Gero. F. SuKER, 
Secretary. 

The Third Laryngo-Rhinological Congress will be held in 1911 in Berlin, 
the end of August or the beginning of September. The entire board of the 
Laryngological Society, together with the prominent laryngologist will con- 
stitute the executive committee of the congress. Communications may be 
addressed to the Secretary of the Executive Committee, Pror., RosENBERG, 
26 Schiffbauerdamn, Berlin N. W. 6; or to the Secretary of the Interna- 
tional Committee, Dr. FInpER, 17 Nettelbeckstr., Berlin W. 62. 


Dr. EManuet ZAUFAL. professor ordinarius of Otology, and Rhinology in 
the University. of Prague, and one of the first of Politzer’s assistants, died 
February 18, 1910, at the age of 77 years. By his death the Austrian Oto- 
logical Society loses one of its most prominent members. 
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